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Institutional Policies 
FRED G. CARTER, M.D. 


: W: are thinking of institutional policies 
ij with emphasis upon the unwritten and 
often intangible policies which have to 
do with the habits, traditions, customs and atti- 
tudes of hospitals. We hope that a discussion of 
such matters may be helpful in solving problems 


of relationship between staff members, employees, 
patients, visitors and others. 


One thinks of policies in relation to definite, set- 
tled methods of operation. which are adopted and 
followed in a more or less unquestioned fashion. 
They give substance to the thinking which con- 
trols group action. Perhaps they should be looked 
upon as the skeleton or framework upon which 
we hang all of the little things that give character 
to and humanize our efforts as hospitals. They 
represent the letter, in contrast to the spirit of 
hospital service. Thus we recognize the charter, 
the articles of incorporation, the constitution and 
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by-laws and rules and regulations as examples of 
coded policies which govern in a fundamental way 
the character and purposes of the activities which 
are found in hospitals. Usually it is necessary 
to supplement these with more detailed adminis- 
trative orders of one kind or another. In this 
category we find standing orders, manuals, and 
published routines. It seems clear that all of 
these instrumentalities are of a fixed and formal 
nature. 


I have a feeling that we may profit more through 
a discussion of institutional practices rather than 
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institutional policies particularly if we pay most 
attention to that side of institutional practices 
which has to do with human relationships in the 
hospital. This takes us into the field of psychology 
and the very term would intimidate me had not 
some one been kind enough to define psychology 
as the science which tells us things everybody al- 
ready knows about human personality in language 
which few of us can understand. 


This detour which I have elected to follow is a 
most difficult one but when we emerge from the 
jungles I hope that we may find ourselves in pos- 
session of a few thoughts on what constitutes the 
right kind of personal conduct in a hospital which 
is striving to improve its human relationships. 


It is not easy to generalize in a field in which 
there might be as many opinions as there are 
people in the universe but maybe we can agree 
on a few simple things which might improve re- 
lationships between staff members, employees, 
patients, visitors and others. After all, hospitals 
have something to dispense that everybody is in- 
terested in and should have under certain condi- 
tions and if we would be successful in our efforts 
we cannot avoid a major interest in personal con- 
tacts and impacts. The amount of good that we 
accomplish will depend upon how successfully we 
handle adjustments in this area. 


Educating Patients to Use Our Hospitals 


In order to render proper care to the sick and 
injured it seems quite obvious that first of all we 
must get patients to come to us. But how? This 
is a difficult question to answer categorically but 
after all the purpose of this discussion is not 
to answer that type of question. What we are 
looking for are the unwritten, unformulated in- 
tangibles which combine to give an institution 
character and personality, the things that give 
life to spaces encompassed by brick, stone, mortar 
and steel because these are the qualities which 
command interest and attention and bring people 
to us. 


Patient’s Selection of His Hospital 


Just how does a patient select the hospital 
to which he wishes to go? He formulates his 
judgment on the basis of what he hears and 
sees. If I want him to come to my hospital it is 
my job to do what I can to see to it that he hears 
and sees the right things about my institution and 
this implies that first of all I must do everything 
within my power to make my institution right. 
After that I can turn to other devices. I can make 
his doctor like the services of my organization 
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either through his personal experiences with it or 
through the hearsay experiences of his confreres. 


I have a four hundred bed hospital and that 
means about seven hundred employees. I can 
afford to treat these employees like human beings, 
if for no other reason than the one that they can 
do a lot of talking. I want them to like their place 
of employment and be boosters for its service in 
the hope that in their off-duty contacts they may 
see fit to make remarks about what a fine insti- 
tution my hospital is. We handle about 12,000 
patients annually and they average at least six 
visitors each. If we are doing our job as it ought 
to be done we can impress these visitors with 
our work and our attitude and thereby cause them 
to say nice things about us among their friends, 
some of whom may be prospective patients. Here 
I have about 85,000 people spreading first hand 
information about my institution and a vital serv- 
ice and I have not even reached the bridge clubs, 
sewing circles, and locker rooms. All of these 
methods of interesting people to come to my hos- 
pital or some other good hospital in time of need 
are perfectly legitimate, ethical and socially de- 
sirable. 


Hospital Attitudes That Interest the Patient 


When people finally do come into a hospital they 
are not interested in the by-laws of the staff or 
the articles of incorporation or any of the other 
coded policies that may govern, the conduct of the 
institution. They are interested in the people 
they meet and the things that they say and do. 
They are interested in the general atmosphere— 
whether or not it reflects hospitality, graciousness, 
kindliness, courage, cleanliness, genuine interest 
and all of the other things that impress people 
favorably or unfavorably. The majority of these 
things or the lack of them will be reflected 
through the people who after all are the hospital. 
Just as a person is liked or disliked because of his 
personality so an institution will be popular or 
unpopular because of its personalities. Above 
all we must remember that the patients coming 
into a hospital are interested in themselves and 
they have reason to be since they are the ones 
who have most at stake. 


Recently, I heard of a hospital with a most un- 
usual arrangement for the reception of patients. 
Grouped around a spacious lobby were the ambu- 
lance entrance, an ambulatory entrance, a counter- 
high shelf which served as an admitting office, an 
emergency operating room and the morgue, all 
labeled and ready for action. Imagine the 
thoughts of the patient when he is brought into 
this environment. Mechanical efficiency? Yes. 
Psychology? Killing. 
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Hospitals must be planned and operated with 
the thought of encouraging sick people to enter 
them without fear or prejudice. Their stay in 
the hospital of their choice and their contacts dur- 
ing that stay should be such that they will leave 
feeling that everything possible has been done for 
them and that if ever again they have need for 
hospital services they will choose that same hos- 
pital for that experience. 


What are some of the things that leave such 
impressions? Ask patients for their reactions if 
you would have the answer to this question. What 
kind of replies do you receive? They do not say 
“The articles of incorporation were splendid and 
the by-laws were extremely interesting.” It is 
usually something like this, “The nurses were 
simply marvelous, they were so thoughtful and 
kind and helpful. The meals were delicious and 
the doctors were so solicitous.” It is largely the 
personal contacts that impress them and this is 
one of the points that I would drive home in this 
discussion. The person. coming into a hospital is 
interested in himself primarily and in the people 
who are to minister to his needs secondarily. 


Our Interest in Our Patients 


If we are to be liked and have our institutions 
liked by all who come in contact with them we 
must either like people, learn to like them or 
change our vocations. If we would like them we 
must interest ourselves genuinely in the ones who 
come to us. Our interest may be reflected to them 
through making obvious a keen desire on our part 
to do for them things that require time, energy, 
unselfishness and thoughtfulness. Hospitals are 
simply full of these opportunities. We must learn 
to think, talk and act in terms of the likes and 
interests of the person we are dealing with. In 
proportion to the amount of interest we show in 
others they, in turn, will become interested in us. 


Learn the value of a smile. You must have a 
good time meeting people if you expect them to 
have a good time meeting you. A short time ago 
I walked into the Metropolitan Life Building in 
New York. In the lobby I encountered a huge, 
well built man in resplendent uniform. He simply 
oozed friendliness and hospitality without saying 
much. He just smiled all over and his smile said, 
“Tll help you if I can.” I smiled right back at 
him and he asked “Are you looking for the farm 
loan bureau?” You know you can, take a boy out 
of the country but you can’t take the country out 
of a boy. The point I started to make here had 
to do with the fact that this was an instance of a 
large, prosperous insurance company paying a 
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salary to a smile. It must be good practice from 
a business standpoint or this company is being ill 
advised by its statisticians. 


Nothing about a person is more individualistic 
than his name. It differentiates that person from 
almost everybody else in the world. Many impor- 
tant men have spent hours and hours working out 
methods of remembering names and their efforts 
have paid them big dividends in the way of friend- 
ship as well as material gains. No person likes to 
be referred to as a room number, or as the ap- 
pendix in 203, a hot tube, a dope, a crack-up or 
any of the other familiar terms that we hear 
around the corridors of hospitals from time to 
time. The patient may not hear the designation 
applied to him but someone else may and that 
someone else may suspect that under different cir- 
cumstances he will be accorded the same disre- 
spect. How many of us have felt ourselves puff 
up as the hotel clerk slyly read our names, upside 
down, as we wrote them on the registration cards 
and then calls us by name as though we were of 
such importance that everybody should know us. 


One of the most successful hotel men in the 
country died recently and of him it was said that 
he could tell the names of over 500,000 people 
from memory. This quality alone made a suc- 
cess of him because it differentiated him from all 
of his confreres in the hotel world. Do not think 
for one moment that the hospital patient who is 
known by name to practically all of the personnel 
who come in contact with him is not flattered by 
this little evidence of personal interest. Every- 
thing else about the institution could be bad but 
he would go out singing its praises as a result of 
this experience alone. You can rest assured, how- 
ever, that any institution that pays this much at- 
tention to detail will not offer very much to criti- 
cize. 


The Values of Courtesy 


A few days ago some flowers were delivered to 
a certain hospital at two o’clock in the afternoon 
for one of the patients. They reached the patient 
at five o’clock. The sender came to visit the pa- 
tient in the evening and learned of the delayed 
delivery of the flowers. She stopped at the lobby 
desk to complain and was shut off in the midst of 
her complaint with this remark, “Remember that 
we have lots of other flowers to deliver here.” If 
this clerk had simply listened with interest to the 
complaint, apologized for the break-down in serv- 
ice, thanked her for calling attention to it and 
offered to make amends for the error in. any way 
that the complainant might suggest that person 
would have been quite satisfied without doubt. As 
it was she left the hospital with rancor in her 
heart and determined to spread that rancor among 
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her friends. If only workers would learn to as- 
sume a little more of “the customer is right’ atti- 
tude and a little less of the proprietary air that 
some workers are wont to assume our public re- 
lations would be immensely improved. 


Hospital people must learn to be good conversa- 
tionalists and it is not at all difficult. Just find a 
topic that the other fellow is interested in and 
listen with all of the attention at your command. 
This is the great secret of handling complaints. 
The topic of the conversation is already selected 
and all that people want is an opportunity to air 
their grievances to a good listener and the nearer 
the listener is to the top of the organization the 
greater are the satisfactions to them. In almost 
all cases no other form of redress is demanded or 
wanted. Oftentimes if a complainer is allowed 
to talk long enough and is encouraged from time 
to time and is switched skillfully by degrees from 
his main theme he will talk until he forgets what 
he came in for and he is transformed into a great 
booster. 


If circumstances are such that we must talk let 
us talk in terms of the other person’s interests. 
The majority of people have great enthusiasms of 
one kind or another stored away in their make- 
ups—hobbies, families, travel, philanthropy or 
what not. These things furnish topics for conver- 
sation which are far more interesting to them 
than any other subject that could be selected. 


Our Interest in the Patient 


People like to feel that they are important and 
there are numerous ways of gratifying their se- 
cret wishes. No matter how many patients there 
are in a given hospital the ills of the individual 
patient are the most important to him and to his 
friends and the members of his family. With a 
little effort his importance can be emphasized 
and personalized in a way that will be greatly ap- 
preciated and make friends for the hospital. 


How do information clerks respond to telephone 
and other inquiries about the condition of pa- 
tients? “Condition the same or unchanged,” 
“Resting comfortably,” “Had a good night” and 
all of the other stock replies of this nature do not 
individualize or satisfy. It is relatively easy to 
place in the hands of the clerk certain. informa- 
tion peculiar to the patient about whom inquiry is 
being made and this can be used as the basis for 
a report that is much better received. Tempera- 
ture, pulse and respiration figures and the terse 
comments appearing on the special reports which 
are routine in all of our institutions can. be passed 
on and used by the clerk in individualizing her 
reports. Occasionally a call to the nursing station 
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for an up-to-the-minute report is very flattering 
to the caller but this can be overdone. 


The Employee and the Patient 


The employee who keeps the patron. of the hos- 
pital waiting while she finishes her conversation 
with another employee has not grasped the full 
significance of the hospital’s welfare. Conversa- 
tions with other employees may be all right in 
their proper place but employees must remember 
at all times that patrons and the public have first 
call upon their services and time. 


The conduct of our employees speaks volumes 
for or against the hospital. Loud, boisterous 
laughter, friendly scuffling, long tete-a-tetes be- 
tween members of the personnel while lights go 
unanswered and other similar carryings on may 
be interpreted as manifestations of lack of inter- 
est in the work at hand, namely, the care of the 
sick. 


Ours is a serious work and it should be carried 
on in a dignified manner at all times lest we con- 
vey wrong impressions to those who use or may 
use our facilities. They detract from the thought 
we would convey that the patient is the most im- 
portant individual in-the world to all of us. All 
of our efforts must be bent in the direction of 
making the patient and his friends feel important. 


Kindly Relationships Between the Hospital 
Personnel 


In all too many families there is a front of com- 
pany manners and an entirely different code for 
the members of the family. Unfortunately in 
some institutions this same attitude prevails. Al- 
most all of the things that have been said in this 
presentation. have dealt with ways of making peo- 
ple like one another and I have had in mind rela- 
tionships among the members of the personnel 
group as well as with the public. What is good 
‘treatment for the one is also good for the other 
in so far as it can be made applicable. In this 
matter of discrimination in the treatment of vari- 
ous groups of people I recall the remark of the 
late Dr. A. B. Ancker, one of my early preceptors 
in hospital administration. He headed a tax sup- 
ported hospital for forty years and saw his insti- 
tution grow from a small beginning in an old resi- 
dence to an institution of a thousand beds. He 
made it a practice to see every new patient who 
came to the hospital. On one of his rounds the 
charge nurse said “You don’t want to see this next 
patient, Dr. Ancker, he is just an old bum who 
was dragged in from the slums last night.” Dr. 
Ancker said, “Of course I want to see him, you 
never can tell when he will be a county commis- 
sioner.” 
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How to get members of our hospital personnel 
to practice what I have been preaching for the 
last twenty-five minutes is a real problem as all 
of you know. It cannot be done with threats or 
clubs or edicts. For hundreds of years they or 
their forbears have been told to “love thy neigh- 
bor” but they do not do it. They have all heard 
of the Golden Rule but for the most part that is 
for the other fellow on Sunday morning. I be- 
lieve that they can be made to understand that 
their own individual prosperity depends upon the 
prosperity of the institution which employs them 
and through this approach can. be made to want 
to practice many of these things. 


I know of a hospital which had an annual pay- 
roll of about $235,000 in which the employees 
were told that if they expected their own economic 
status to improve they would have to see to it that 
the economic status of the hospital improved. 
They were told how to go about it, the board of 
trustees kept the superintendent’s word and with- 
in two years the annual payroll had increased 
$67,000 and so far as I know it is still going up, 
there are no deficits and the per capita per diem 
cost has steadily decreased. Morale runs very 
high in that institution. Employees learned that 
it was much more pleasant and profitable to work 
harmoniously and good naturedly together. Staff, 
patients and visitors soon grasped the spirit of 
the thing. Not long ago a very prominent Wash- 
ington official who had been a patient in that hos- 
pital had a few hours in the city between trains 
and spent the entire time visiting with the per- 
sonnel whose spirit he had come to know and love. 
The financial inducement angle is still operative 
but the habit of service is so firmly established 
that nothing except a complete change of person- 
nel could uproot it. 


You may have recognized the fact that I have 
been adapting some of the philosophy of Dale 
Carnegie to our hospital situations. If there be 
those among you who have not read his book 
“How to Win Friends and Influence People” I 
commend it to you. 


The Seven Mistakes of Life 


Now I want to turn to a slightly different set 
of suggestions having to do with the thinking of 
the individual and his resultant personal conduct. 
Many of you have heard these suggestions but 
they bear repeating frequently. They have come 
to me by various routes and I do not know who 
Should have credit for them. They are known as 
the seven mistakes of life and here they are: 


1 The delusion that individual advancement is 
mace by crushing others down. As a general rule 
people do not advance at the expense of others 
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but they do advance in proportion to the amount 
of help they give to others. 


2 The tendency to worry about things that can- 
not be changed or corrected. We hear this thought 
expressed in many ways. There is no use crying 
over spilled milk, for example. Then there is the 
reference to water over the dam. Still, people 
waste their time and energy worrying about 
things that cannot be changed or corrected. There 
is just one caution to be applied in this connection 
and that is to be absolutely certain by all tests 
of reason that things cannot be changed or cor- 
rected before you. stop worrying about them. 


3 Insisting that a thing is impossible because 
we ourselves cannot accomplish it. Columbus 
did not know where he was going, did not know 
where he was when he got there and when he re- 
turned home did not know where he had been. but 
he accomplished something which others had told 
him was impossible. History is full of such refu- 
tations. 


4 Attempting to compel others to believe and 
live as we do. There is enough material in this 
single sentence for a whole book of sermons but 
the implications are clear enough without further 
elaboration. 


5 Neglecting development and refinement of 
the mind by not acquiring the habit of reading fine 
literature. The only way we have of acquainting 
ourselves with the best thinking of the human race 
and the best expressions of that thinking is 
through good literature. 


6 Refusing to set aside trivial preferences, in 
order that important things may be accomplished. 
There are those who believe in the survival of the 
existing. They do not want their routines 
changed. They habitually oppose all that is new. 
They waste more energy holding out for their 
trivial preferences than would be required to ad- 
just to better and more efficient methods. 


7 The failure to establish the habit of saving 
money. I quote this last mistake only to prove 
the ancient lineage of the other six. In the light 
of the high-powered thinking of some of our mod- 
ern philosophers No. 7 is passé. Up to this time 
the laws relating to the swing of the pendulum 
have not been declared unconstitutional, so we 
might just keep No. 7 for future reference. 


In conclusion I should like to point out that cer- 
tain well considered, properly formulated policies 
are essential to the operation of any hospital but 
in the final analysis the success of the hospital in 
great measure will depend upon the thought and 
effort that are given to the little refinements that 
make for better human relationships in. the every 
day program. 
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Our Hospitals—Fortresses in an Endless War 


MALCOLM T. MacEACHERN, M.D. 


E MAY rejoice with heartfelt thanks 
that we live in this grand and peaceful 


land, where every man, woman and child, 
regardless of race, color, creed or social status, 
may have the best care that medical science of- 
fers. Here in the United States and in our 
friendly neighbor country, Canada, will be found 
the best hospitals, the best doctors, the best 
nurses, and the best of all things which are re- 
quired to maintain and to restore health, to re- 
lieve pain and suffering, to bring health and hap- 
piness to our people. Let us be thankful for these 
great blessings. 


In pioneer days there were few if any hospitals 
and there often was not a doctor near enough to 
call upon for aid when sickness struck. Our 
mothers responded nobly to the needs of those 
perilous times, and many a life was saved by their 
intuitive knowledge and_self-developed | skill. 
Mothers still bear a tremendous burden of nurs- 
ing care, but we have brought and are bringing 
to their aid an increasing amount of scientific 
knowledge and scientifically developed skill, aided 
by therapeutic apparatus and hygienic surround- 
ing such as our hospitals provide. 


The Army of Health 


Two great wars are going on—one, the war in 
Europe with its destruction of mankind—the 
other, the war that never ends, the war on pain 
and suffering, a war to save lives. 


Our health army of 1,500,000 is a standing 
army—doctors, nurses, dentists, pathologists, ra- 
diologists, bacteriologists, dietitians, social work- 
ers, health workers, research workers, and many 
others—field marshals, generals, colonels, cap- 
tains, lieutenants and privates—all banded to- 
gether to fight disease 24 hours a day 365 days a 
year—for all time a truly great standing army, 
fighting and winning battles against death and 
disease—a peacetime and a wartime army with 
but one objective: namely, the saving of human 





Dedicatory address, addition to Nopeming Sanatorium, No- 
peming, Minnesota, May 12, 1940. 


18 


The Author 
@ Dr. Malcolm T. MacEachern is the Asso- 
ciate Director of the American College of 
Surgeons, Chicago, and a Past-President of 
the American Hospital Association. 








lives, alleviating pain and suffering, prolonging 
life and adding health to our lives. 


This army’s instruments of war are life-saving 
instruments, its fortresses are our hospitals, and 
from these the battles against disease and death 
are fought. Farther and farther is the evening 
of death pushed back—battle after battle has been 
and will be won. No longer need we dread plagues 
—bubonic plague, Asiatic cholera, yellow fever, 
malaria, hookworm disease or sleeping sickness. 
If one of these should break out, it can quickly be 
checked. This is because the army of health is 
on the job—the local health office, the county and 
state health departments and the Federal authori- 
ties—and victory is certain. 


Other notable victories have been won. We 
need only mention, by way of illustration, the 
control of diphtheria, smallpox, typhoid fever, dia- 
betes, pernicious anemia. The story of each of 
these victories is romantic indeed. And day by 
day the world is being made safer for humanity 
through this organized army of health and our 
hospitals, our sanitaria, our great institutional 
fortresses against disease. 


The Magnitude of the Hospital Field 


A few statistics about the nation’s sixth indus- 
try—if we can so designate hospital work—may 
be mentioned here. Every 3.2 seconds some per- 
son, somewhere, enters a hospital or a sanatorium 
as a patient. Every 2814 seconds a baby is born 
in some hospital. Think of it—life begins over 
a million times a year in the hospitals of our 
United States. One out of every 13 persons of 
this nation, or approximately 10,000,000 persons, 
occupied the 1,200,000 beds available in our 7,000 
hospitals last year. 


There is invested in the hospitals of this coun- 
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try, in land, buildings and equipment, the sum of 
$3,500,000,000—a large amount, I admit, but 
about equal to what we Americans spend on au- 
tomobiles each year. 


The daily expenditure on the maintenance of 
hospitals is $3,000,000 or $1,000,000,000 a year. 
That is a large sum also, but what about other 
expenditures we make, for luxuries and similar 
items? We spend in this country $3,000,000,000 
annually on cigarettes, $2,225,000,000 on amuse- 
ments, $2,250,000,000 on confections, and our 
dear ladies, $2,000,000,000 on cosmetics. I am 
not condemning these but simply mention them 
to ease our conscience on the monetary aspect of 
the hospital. 


Hospital Costs 


Do you know that hospital service has become 
so extensive and so complicated that it takes a 
ratio of patients to employees of one-to-one—that 
is, for every patient a worker—so that the set-up 
may be visualized as a full-time service by one 
employee in whom somehow are collected all the 
special skills, varying from gardening to the de- 
termination of the nature of the bacteria appear- 
ing in the test tube following the taking of a cul- 
ture. Over one hundred skills are required in 
rendering service to the patient. But for all this, 
what is the cost? A few cents an hour! To be 
exact, the patient whose accommodations cost $4 
a day, pays 14.4 cents an hour. On the $5 a day 
basis, he pays by the hour 20.5 cents. Ona $6a 
day basis, he pays 25 cents an hour. If he is 
under a hospital service plan costing him 80 cents 
a month, he pays less than 2 cents an hour—1.9 
cents is the exact figure. In view of the fact that 
skilled labor receives 75 cents to $1.50 an hour, 
and unskilled labor receives about 40 to 50 cents 
an hour, it is a very low hourly rate indeed that 
the hospital patient pays the people with many 
skills who care for him. 


Everyone talks dollars and cents, although we 
cannot evaluate life, health, and happiness in the 
same terms. To maintain those precious things, 
however, takes money, and this is where every- 
one can help out our voluntary hospitals which 
today are carrying such a heavy load of charity 
work. Your benevolence, expressed in gifts, do- 
nations, endowments, means so much to the hos- 
pital. And best of all is your good will, that price- 
less commodity. 


The March of Medical Science 


I have already intimated that medical science 
has made great advances since the beginning of 
this century and these I will not take time to re- 
count. But despite its progress the medical pro- 
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fession is not satisfied. The army of health works 
and fights on in the battle against disease and 
death. The medical profession, with its allied 
groups, is in daily intensive combat against the 
enemies of health—among them, the seven great- 
est killers of the human race with their aggre- 
gate toll of nearly a million lives a year, of which 
perhaps two-thirds would be unnecessary if the 
laws of medical science and health were prop- 
erly observed. These seven highest causes of 
death in order of greatest number per 100,000 
population are: 
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And not so many years ago—in fact, at the 
turn of the century—tuberculosis was second to 
the highest in the causes of death. A “tubercu- 
losis consciousness,” deliberately developed among 
doctors, nurses, health workers, and that all-im- 
portant group, the public, has led to building, 
equipping and organizing for action great sana- 
toria, such as we see here today, and the develop- 
ing of specialists in lung diseases, the acquiring 
of new knowledge in the surgical treatment of 
tuberculosis, and the learning of ways for better 
control of tuberculosis in the community. These 
and other marked advances have subjected the 
disease to control, and I hope will proceed to the 
practically complete eradication of the disease be- 
fore the dawn of the next century. 


Institutional Care of the Tuberculous Patient 


Our progress toward a scientific ideal in treat- 
ing the sick is nowhere better shown than in 
the modern institution for the care of the tuber- 
culous patient. We see how this ideal is being 
promoted here. It was a hundred and ten years 
ago that Dr. George Bodington of Warwickshire, 
England, conceived the sanatorium idea for the 
care of the tuberculous patient and actually de- 
veloped an institution of this nature. In the first 
institutions, rest, fresh air, and good food were 
the only considerations. These were sound prin- 
ciples and are still the basis of treatment of tu- 
berculosis. But gradually, through the years, ad- 
vance in medical science has added new ideas that 
make of the sanatorium a scientific institution. 


Greatest Health Need—Control of Tuberculosis 


Viewing our hospital needs and possibilities as 
a whole, the field in which the most lives can be 
saved through determined effort is in the con- 
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trol of tuberculosis. Surgeon General Parran of 
the United States Public Health Service stated it 
in this way recently: 


“At the present time the greatest need for 
health action is where the greatest saving of 
live and suffering can be made. Here I would 
place, first, finishing the job in the control of 
tuberculosis.” 


In the not quite forty years since the National 
Tuberculosis Association and several local and 
state organizations began the organized fight of 
medical and lay groups against tuberculosis, the 
death rate from the disease has been cut by more 
than. seventy per cent. We can well stop here a 
minute to glory in this advance. What effort that 
we have made in any direction has been so well 
repaid? It has repaid us so generously that we 
should certainly be inspired to work more strenu- 
ously toward advancing farther. And there is a 
long way yet to go. Only recently a speaker at 
a medical meeting said that if the United States 
Government would spend one-fifth as much money 
fighting tuberculosis among the human popula- 
tion as it spent in its campaign against tubercu- 
losis in cattle, the great white plague could be 
practically eradicated within five years. 


Seventy thousand deaths a year are the pres- 
ent toll from tuberculosis in this country, despite 
all we know about how to prevent it and how to 
treat it. The mortality from tuberculosis in the 
age 15 to 45 group is second only to accidents. It 
is estimated that a million and a half of our peo- 
ple are tuberculous. Of these, 420,000 are active 
cases, exposing a million other persons to infec- 
tion. 


Cooperation Between Special and General 
Hospitals 


The best accepted method of attack on tuber- 
culosis today is to take the tuberculosis sanato- 
rium out of its long held position of isolation and 
seclusion, and to ally with it the modern general 
hospital, together with the organizations working 
out in the field. In Duluth this method was 
adopted 16 years ago. St. Mary’s and St. Luke’s 
hospitals devote special sections to tuberculous pa- 
tients. St. Louis County patients lacking re- 
sources to meet their hospital bills are cared for, 
under certain circumstances, in these hospitals 
under the medical supervision of the staff of the 
Nopeming Sanatorium. The leading physicians 
of Duluth have contributed liberally of their time 
and skill through this cooperative arrangement. 


What have been the advantages of this splen- 
did teamwork? Doctors Mayne and Laird re- 
ported some of the advantages to the American 
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Hospital Association not long ago. They pointed 
out that previous to 1924 the sanatorium staff 
was quite isolated. Under the cooperative ar- 
rangement, each member of the sanatorium stafi 
is usually at one of the hospitals in Duluth at 


least once a week. Almost all of them attend the 


weekly conference at St. Mary’s Hospital at which 
clinical results are analyzed and discussed. The 
pathologist of both hospitals is also the sanato- 
rium pathologist. Often staff members from the 
hospitals, including the pathologist and roentgen- 
ologists and some of the interns, attend the staff 
meetings at Nopeming. 


A constant interchange of educational oppor- 
tunities, and of chances for acquiring special ex- 
perience in tuberculosis, is provided under this 
arrangement. This is to the great benefit of all 
of the participating institutions. And it is to the 
utmost advantage of the tuberculous patient. For 
the community as a whole it is an economical and 
efficient arrangement, productive of the best re- 
sults. 


Desirability of Accommodations for Tuberculous 
Patients in General Hospitals 


There are several reasons why it is desirable 
to have accommodations for tuberculous patients 
in general hospitals. 


First is the economic reason. Crowded con- 
ditions and a waiting list are problems of almost 
all tuberculosis sanatoria. In the meantime, nearly 
a third of the beds in our general hospitals are, 
on the average, vacant, and there is incomplete 
utilization of laboratory facilities and equipment 
that could be devoted to the tuberculous patients 
at little additional expense and with some added 
income from those who could pay for all or part 
of their care. 


A second reason is the humanitarian one. There 
is not room for all the tuberculous patients in 
sanatoria. The general hospitals can add many 
beds to relieve the load on the sanatoria and to 
enable patients without funds to obtain accom- 
modations more promptly. 


A third reason why general hospitals should 
help the sanatorium by providing beds for tuber- 
culous patients is the furtherance of public health. 
Every time we take a tuberculous person out of 
the family circle and the community, and place 
him in carefully supervised surroundings in a 
hospital or sanatorium, we minimize the danger 
of others contracting the disease from him. If 
all the active cases could be isolated, the disease 
would soon be conquered. 
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A fourth reason is to facilitate interchange of 
patients between hospitals and sanatoria. For 
certain types of patients, needing certain kinds of 
care, often it is very desirable to effect transfer 
between hospital and sanatorium, and vice versa. 


Research is a fifth reason. The public sana- 
torium has not the facilities for general research 
that the hospital has, and usually lacks specific 
funds for this purpose. The research personnel 
and the equipment already exist in the hospital. 
Their activities and use can easily be extended at 
minimum additional expense to include research 
in tuberculosis. 


An educational reason comes sixth. By putting 
tuberculous patients in separate institutions, we 
have lessened opportunities for students, interns, 
residents, nurses and other members of the staffs 
of our teaching hospitals to acquire first-hand 
knowledge of and experience with this disease. 


The seventh reason has to do with diagnosis. 
In its early stages tuberculosis is often difficult 
to diagnose. It takes long and close observation 
to establish an accurate diagnosis. An observa- 
tion ward in a general hospital is a more logical 
place than the sanatorium for a patient in the 
doubtful stages. 


The last reason I shall mention is advantage to 
the hospital and protection of its patients in re- 
serving a definite section for tuberculous patients. 
Because unaware admission of tuberculous pa- 
tients is bound to occur, even when there are rules 
against accepting them, there is a factor of dan- 
ger. A patient who may have tuberculosis will 
enter for some quite different condition. He can- 
not very well be put out simply because, while 
being treated, it is discovered that he also has 
tuberculosis, whereas it would be easy to transfer 
him to another department already provided for 
such patients, in the hospital. With suitable ar- 
rangements, strict supervision and careful man- 
agement, there is no danger to other patients in 
the hospital having a tuberculosis section. 


All this may seem to be beside the point, in 
dedicating this addition to Nopeming Sanatorium. 
But I assure you that it is not. The work of this 
institution will be much more effective because of 
the background of cooperation existing for 16 
years and still to continue between it and the 
other hospitals, notwithstanding the fact that, ex- 
cept for cases sent in for surgical treatment or 
Special observation, state aid for patients in Du- 
luth hospitals was discontinued in 1934. You 
have here a surgical unit, but there remain many 
other respects in which cooperation will be valu- 
able. 
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This sanatorium, opened in 1912, was the first 
institution established in Minnesota for the care 
of tuberculous patients. It has rendered a consist- 
ently excellent service, the results of which can 
be measured in part in terms of the large number 
of former patients who are now leading normal 
lives. A few years ago a representative of the 
American College of Surgeons, who happened to 
be here on homecoming day, told of meeting a 
young man who was soon to graduate from the 
University of Minnesota and who was the “pic- 
ture of health’”—ten years prior he had been a 
patient here. 


Conclusion—Our Responsibility 


And while we dedicate this addition, hospital 
personnel, an interested public all over the land 
and we ourselves today rededicate all hospitals 
to the care of sick and suffering humans wherever 
they may be. These fortresses of health must be 
made stronger and more powerful—ever more ef- 
fective in resisting the onslaughts of disease, pain, 
and suffering. Those who work in these institu- 
tions must not fail in their duties, must not be 
discouraged, but must take up the challenge of 
the unknown author as expressed in these lines: 


“You must lighten the load of human sor- 
row. 


“You must dispel or diminish the gloom of 
the sick chamber. 


“You must take the bitter with the sweet, 
and all with a cheerful heart. 


“You must treat the social ills of the heart 
and mind of the patient and replace these 
with comfort and contentment. 


“You must pluck its thorn from the pillow 
of pain and make the hard couch soft with 
poppies of delicious rest. 


’“You must rekindle the lamp of hope in the 
bosom of despair. 


“You must call back the radiance of the lus- 
terless eye and the bloom of the fading cheek. 


“You must send new vigor through failing 
limbs. 


“And finally, when exhausted in all other 
resources and baffled in. your skill, you must 
blunt the arrows of death and render less 
rugged and precipitous an inevitable pathway 
to the tomb.” 


That spirit permeates our hospitals. It keeps 
them forging ever forward in service to humanity. 
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Suit Involving Alleged Mix-Up of Babies 


RITZ E. HEERMAN, F.A.C.H.A. 


sued in 1938 for an alleged mix-up of babies. 

The suit was tried before a jury on March 27, 
1940, and after twenty-one days of trial, the fol- 
lowing decision was reached: 


Te California Hospital in Los Angeles was 


1 A non-suit against the assistant superin- 
tendent 


2 A decision for the hospital on the action 
brought by the father 


8 A decision against the hospital on the ac- 
tion brought by the mother with an award 
of $3,500.00 damages 


4 A decision by the jurors that the mother 
received the right baby 


The Facts in the Case 


Contrary to the inference in the suit, at no 
time was there any question about the proper 
identity of the babies involved. At that time the 
California Hospital used the standard name tape. 
All babies were marked in the delivery room by 
one of these tapes being placed on the baby’s 
wrist and one on the ankle. These tags carried 
the name of the mother, sex of the baby, name of 
doctor, and date and hour of birth. Also foot- 
prints of baby and thumbprints of mother were 
recorded on the hospital chart and the birth cer- 
tificate. The babies in the case involved were so 
marked. The hospital, however, admitted that 
some time during the ten-day period, possibly the 
seventh or eight day, the registered nurses placed 
the babies in the wrong cribs, and then went by 
the marking on the cribs instead of the marking 
on the wrists and ankles of the babies, and, con- 
sequently, took the babies to the wrong mothers 
to nurse. This was discovered on the tenth day 
and the error was corrected, and the mothers in- 
volved became suspicious that they had the wrong 
babies. To satisfy the mothers the name tapes 
and the system in vogue were reviewed with the 
parents. Also, a fingerprint expert from the Los 
Angeles Police Department reviewed the foot- 
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prints and fingerprints, and identified the babies 
as they were marked. 


Proceedings Before the Trial 


This baby incident occurred in September, 1938, 
at the time of the Dallas Convention. The super- 
intendent was away from the hospital attending 
the convention. The parents of the babies in- 
volved both instituted suit against the hospital 
and the assistant superintendent. One of these 
cases was settled by the insurance company upon 
securing a release and paying $650.00. The par- 
ents of the other baby discharged their first at- 
torney and a new attorney was employed. The 
attorney filed suit in the name of the mother and 
father, claiming separate damages for each. 


The Progress of the Trial 


During the trial the plaintiffs alleged that they 
did not know whether they had the right baby, 
that three babies were involved instead of two, 
and that there was gross negligence by the hos- 
pital in the marking of babies, etc. All of this 
testimony was contrary to a deposition taken sev- 
eral months before the trial, in which the mother 
admitted several times that she had the right 
baby and that only two babies were involved. 


Public Press 


This trial received a lot of space in the press 
because it had public appeal. Some of the news- 
papers published some fair factual items, but 
others merely took the plaintiff’s statements, 
which were not in accordance with the facts of 
the trial. We avoided as much as possible, except 
on direct inquiry from reporters, to give out any 
statements from our side, not wishing to appear 
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Applying the three name tapes to a baby: at the Califor- 
nia Hospital. This is the old style one-half inch band, 
which, in addition to the adhesive, was stitched several 
times over the adhesive contact. The new band is 
three quarter inch wide and has a double adhesive 
application, which may eliminate sewing. 


as trying to influence the verdict. We turned 
down some requests for statements on the radio 
on the same basis. 


One article in particular has received many 
comments by hospital and medical people. It was 
written after the trial as a part of “News in the 
News” column in the Hearst papers. In this ar- 
ticle the writer repeated statements made by the 
plaintiffs but did not include facts brought out 
by defendant. The article implied that hospitals 
were not properly marking babies and that hos- 
pitals and doctors did not always protect the pub- 
lic. We believe that such articles are not accepted 
by the public and this demonstrates the stability 
of hospitals in the public mind. The public who 
contacted us felt that almost all of these news 
stories were sensational and did not give facts, 
and that the suit was really a “shake down” 
racket. This is best demonstrated by the fact 
that the California Hospital during the period of 
the trial, and several months prior, had its high- 
est occupancy over any similar period. This was 
emphasized in the maternity department, which 
was running 125 per cent to 150 per cent occu- 
pancy. Also, during this period, the hospital did 
not have a single cancellation of maternity reser- 
vations. All maternity reservations in this hos- 
pital must be made in writing at least sixty days 
prior to admission. Because of limited capacity, 
the hospital has had to refuse many cases want- 
ing admission. 


What Can Hospitals Learn from This Incident? 


First: That hospitals should attempt to adopt 
one uniform system in the marking of infants. 


Second: This hospital is convinced that the 
name tape method is the proper system to use. 
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However, possibly some improvement in these 
name tapes can be devised, whereby a wider band 
in which large printed identification names could 
be used. This hospital eliminated beads many 
years ago because of a suit involving the death 
of an infant where it was alleged friction of the 
beads caused impetigo. There has always been 
other difficulties, and from a study of all systems, 
we are convinced that the name tape should be 
the primary system and that these name tapes 
should carry the names and sex of the babies in 
large bold letters, so that no other method is 
needed for the nurses in identifying the baby. 


Third: This case demonstrates that even with 
an all-graduate staff of nurses properly selected 
from good training schools, error may occur. Also, 
that even with graduate help, eternal vigilance 
in checking babies in the cribs and the actual 
markings on the babies are important items. The 
fundamental error made by seven or eight nurses 
in this case of going by crib markings instead of 
the markings on the baby was an outstanding 
example of the short cuts nurses will take when 
not checked by someone else. 


Fourth: We believe that footprints of the baby 
and fingerprints of the mother is an added safety 
factor and is preferable to palmprints of the baby. 
A study of these systems revealed that fairly 
good footprints can be secured if we go to the 
fundamental system used by identification bu- 
reaus; that is, ink spread by a roller on a highly 





Taking the baby’s footprints, which is the hospital 
record placed in the hospital chart file of the baby. 
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polished glass or metal surface and the footprints 
placed on this highly polished surface after the 
foot has been cleaned to remove all vertix. We 
recommend the following system of footprinting: 


1A highly polished glass or steel plate 
should be provided, over which is rolled by 
a rubber roller a small amount of identifica- 
tion ink. 


2 That the infant’s feet be cleansed with oil 
and that in turn wiped off with acetone. 


3 That the infant’s foot be then placed on the 
glass or metal plate and transferred to the 
birth certificate and the hospital record. 
The certificate and record should be placed 
on a rigid smooth surface with the foot 
being placed lightly on the paper. We have — 
found that this system, in a great number 
of cases, shows the ridges on the feet. If 
too firm a pressure is used on the foot, 
some of the ridges may be obliterated. We 
also provide a magnifying glass so that the 
nurse can see the results obtained, and, if 
necessary, do the prints over if proper re- 
sults have not been secured. The use of 
various special carbon paper and ink pads, 
after experimenting, have been eliminated, 
as they do not produce proper results and 
have a tendency to show the web of the 
pads on the birth certificate, which may be 
mistaken for ridges. 


Fifth: The identification system should be per- 
formed in the delivery room with at least one 
witness, preferably the doctor or his assistant. 
We feel it is an important point that the babies 
should have at least three tape bands, one on each 
wrist and one on the ankle, and that all be marked 
by some bold type rubber stamp, at the same time 
marking the baby’s chart, crib card, and the back 
of the birth certificate. When the mother is dis- 





Footprints and fingerprints on the birth certificate that 
is given to the mother. 
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The baby is ready to be delivered to the nursery. The 
new system at California Hospital places the name in 
large BOLD rubber stamp imprint on all tapes, the baby 
card, hospital chart and back of the birth certificate. 


charged one of these tapes should be clipped, com- 
pared with the original mother’s and baby’s chart 
and sealed in an envelope, securing the signature 
of the mother across the sealed flap of the en- 
velope and filing this envelope with the baby’s 
chart. This will serve as a positive proof that the 
proper baby has been discharged with the mother. 
This hospital was at one time involved in a threat- 
ened suit where a maternity patient of foreign 
birth, who could not understand English, had as- 
sumed she had a baby girl and on reaching home 
found she had a baby boy and insisted the hos- 
pital had given her the wrong baby. The identi- 
fication tape in our possession was positive proof 
that the baby born to her was delivered to her, 
and convinced the mother. The mother reached 
this decision when she saw that the tape. in our 
possession compared with the tapes at home with 
the baby. 


We feel it is also important, in the routine in- 
formation given the mother after the baby is 
born, to emphasize her responsibility in seeing 
that she receives the right baby at each nursing. 
These printed instructions should emphasize how 
the babies are marked and how she can ascertain 
the right identity of the baby. It should also be 
the duty of the nurses, in taking the babies to 
nurse, to check the band with the mother at each 
nursing. 
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development of Federal hospitals as a foun- 
dation for a discussion of this subject. 


There are 330 Federal hospitals with a total 
bed capacity of 96,338. Eight additional hospi- 
tals are in course of construction, and several 
others have been authorized and money appropri- 
ated. When they are completed, the total bed ca- 
pacity will be over 100,000 or 10 per cent of all 
hospital beds in the United States. 


Five Main Classifications of Federal Hospitals 


Hospitals owned and operated by the Federal 
Government fall into five main classifications: 


| might be well to review the history of the 


1 Hospitals that are under the control of the 
Medical Department of the United States Army. 
These hospitals are located for the larger part 
in Army posts and are used for the care of the 
sick and wounded soldiers in active service and 
their families. Retired army officers and retired 
soldiers of the regular service are also eligible 
for care and treatment in these hospitals. For 
the most part they are general hospitals, but in 
several instances special hospitals for the care of 
patients suffering from tuberculosis and other 
specific diseases have been established in differ- 
ent places throughout the country and our insular 
possessions. These hospitals are supported en- 
tirely with funds appropriated for them through 
the Medical Department of the Army. They re- 
ceive a small income for charges made for the 
care of the members of the families of the men 
and women in the military service. 


The first hospital established by the Medical 
Department of the Army was established in Cam- 
bridge, Massachusetts, on June 17, 1775, shortly 
after the battle of Breed’s Hill, by Doctor John 
Warren, at that time Surgeon-General of the Co- 
lonial forces. 


Today the Medical Department of the Army 
operates 84 hospitals with bed capacities from 75 
to the two largest Army medical centers in Wash- 
ington, D. C., with 1,225 beds and the Fitzsimmons 
General Hospital, Denver, Colorado, with 1,185 
beds, an average of 185 beds. 


2 The Navy hospitals have grown from the 


' ba Lecture before the Catholic Institute for Hospital Admin- 
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four that were first established at Norfolk in 1830, 
at Philadelphia in 1832, at Chelsea, Massachu- 
setts, in 1836, and at Brooklyn in 1838, to 77 hos- 
pitals and dispensaries containing 8,000 beds 
which are at present in operation. These hospi- 
tals are used for the care of officers and enlisted 
men and retired officers and enlisted men of the 
United States Navy under the same general pro- 
visions that the hospitals of the Medical Depart- 
ment of the Army are used. The Medical Depart- 
ment of the Navy has under construction a med- 
ical center and hospital at Bethesda, Maryland, 
in close proximity to the medical center of the 
United States Public Health Service which has 
just been completed. 


3 The hospitals of the United States Public 
Health Service, the first of which was established 
at Washington Point, Norfolk County, Virginia, 
in 1801, now number 27 with a bed capacity of 
8,000. In addition to general hospitals for the 
care of sick and disabled seamen of the Merchant 
Marine and the coast guards, the United States 
Public Health Service has under its direction 
leprosaria, hospitals for drug addicts, and hospi- 
tals for the care of mental cases, one of the larg- 
est of which is Saint Elizabeth Hospital located 
in Washington, D. C., which cares for a constant 
of 7,000 patients and has recently been placed 
under the jurisdiction of the Surgeon General of 
the Public Health Service, and the tuberculosis 
sanitarium at Fort Stanton, New Mexico. There 
has been completed recently in Bethesda, Mary- 
land, a large hospital and medical center with 
extensive research laboratories which are under 
the immediate control of the United States Public 
Health Service. 


4 The Veterans Bureau hospitals number 84, 
caring for a daily average of 68,000 patients. The 
Veterans Bureau is charged with the responsi- 
bility of care and treatment of discharged veterans 
of all our wars together with the care and treat- 
ment of members of the families of these veterans 
in special instances. The United States Public 
Health Service as well as the Veterans Bureau 
provide for hospital care of the people for whom 
they are responsible under contract with hospitals 
that are not under their control in those cities and 
places where théy have no hospital and until such 
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a time as the patient can be removed for care 
to one of their established hospitals. 


5 During recent years, the Indian Service has 
built and established new hospitals, modern in 
type, on many of the Indian reservations for the 
hospital and medical care of these wards of the 
Federal Government. They give hospital care to 
Indians of all ages and of both sexes who are in 
need and who apply for such care. 


In addition to these five main classifications, the 
Federal Government owns and operates a hospital 
at Ancon, Canal Zone, under the control of the 
Medical Department of the Army and another at 
Colon, Panama, under the control of the Medical 
Department of the Navy; both are used for the 
care and treatment of employees of the Canal Zone 
and their families. 


In the District of Columbia the Federal Gov- 
ernment participates in the support and adminis- 
trative direction of the Gallinger Municipal Hos- 
pital, a municipal hospital of the District of Co- 
lumbia. 


The total bed capacity of all hospitals owned and 
operated by the Federal Government in all of 
these categories is 96,338. They take care of a 
daily average of 75,000 patients suffering from 
every form of disease. Their general support 
comes from the Federal Government, and except 
in those cases where these hospitals care for mem- 
bers of the families of those for whom they are 
responsible, they do not enter into competition 
with other hospitals. 


Growing Concern of Government for Hospital 
Care for Lower Income Group 


Due to the changing trend of the times and to 
a more extensive and certainly a more sound so- 
cial program, the Federal Government has con- 
cerned itself with the provision of hospital care 
for all classes of our population. It has furnished 
the funds to build and rehabilitate through the 
WPA and PWA between 400 and 500 hospitals 
widely scattered throughout the United States, 
located for the most part in smaller cities, but in 
some instances in metropolitan areas. These hos- 
pitals which have received Federal financial assist- 
ance are, almost without exception, institutions 
owned by the state, county, city, or some other 
political subdivision. Their financial support comes 
in a very large measure from tax sources. A ma- 
jority of these hospitals receive patients who are 
able to pay for hospital care and do pay its costs 
in part or in whole. To this extent—and the prac- 
tice is growing—they are in competition with vol- 
untary hospitals owned and operated by religious 
orders, organizations of philanthropic citizens, 
churches and charitable associations of a similar 
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nature. In a majority of instances the financial 
assistance extended by the Federal Government to 
these institutions has been in the form of direct 
grants which will not be repaid to the Federal 
Government and in a few instances in the form 
of loans extending over a long period at a very 
favorable rate of interest. 


The trend of the Federal Government’s think- 
ing is undoubtedly toward effecting some arrange- 
ment either by outright gifts or loans for the 
construction and operation of institutions ostensi- 
bly for the care of people in the lower income 
group who are unable to pay for hospital services, 
except in a very few instances, and in this man- 
ner bring to rural populations and to certain 
metropolitan areas, which cannot otherwise build 
and support hospitals, the benefits and advan- 
tages of good hospital care. This is the philoso- 
phy of the Federal Government’s thinking in 
whatever legislation with this intent that has been 
introduced into Congress or has been proposed 
by the various agencies of the Government whose 
chief concern is social betterment. 


Like many, if not all, proposals for the benefit 
of humankind conceived and implemented by gov- 
ernment thinking, these plans will in all prob- 
ability be abused; the purpose of the loans will 
be misinterpreted and misapplied to some extent; 
and many things will be done which should not 
be done in the name of the legislation enacted and 
under its authority. 


Regardless of upon what high plane the prin- 
ciple established, how sound the logic, and how 
justified the reasoning, when the mechanics of 
constructing, administering, and operating these 
institutions are applied, there will be in all prob- 
ability a wide departure from the honest intent 
of the proponents of such Federal legislation. But 
there will be a great amount of good accomplished. 
We cannot help but be reminded of ex-President 
Hoover’s comment when he expressed himself in 
relation to hospital care for our people in the fol- 
lowing words: 


“The growth of voluntary hospitals in this 
country is one of the finest manifestations of 
the quality of opportunity that is the fore- 
most aspiration of the American people. Our 
citizens will never rest content until the poor- 
est children in our cities, the lonliest mothers 
on our most isolated farms, have the comfort 
and protection of such institutions.” 


How much we may be interested in the profes- 
sional success and in the financial support of our 
own institutions, certainly none of us would want 
any considerable group of our population, whether 
rural or metropolitan, deprived of good hospital 
care if voluntary charitable organizations cannot 
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find ways and means for providing and financing 
it. It is undoubtedly a proper conception of the 
Federal Government’s responsibility to its people 
that the care of the sick should be taken as a seri- 
ous obligation of government, and proper means 
for discharging that obligation should be imple- 
mented. But such action on the part of the Gov- 
ernment should be taken only when private and 
voluntary agencies have found the burden of hos- 
pital care and relief of the population beyond their 
physical and financial abilities to assume. 


Government Should Supplement Not Supplant 
The Service of Voluntary Institutions 


A great deal has been said by the President 
and his advisers in portrayal of the ideal partner- 
ship between the Government and voluntary 
agencies, and emphasis has been placed upon the 
governmental principle that no law should be en- 
acted, no action of any kind taken, which would 
impair the fine service of the voluntary or private 
hospitals, or in any way make their permanence as 
good institutions insecure. We must accept these 
expressions of thought by the President and his 
advisers as honest expressions and as honest 
intent. 


Government planning should find no excuse for 
establishing institutions where existing voluntary 
agencies have ample facilities and use them for 
the successful care of all classes of our popula- 
tion, indigents as well as the well-to-do, and where 
they are discharging their responsibilities in full 
to the community sick. It must be recognized 
that in all this Government planning there is a 
serious threat toward the permanency and con- 
tinuity of good performance of our voluntary 
hospitals, and in order to safeguard their own in- 
terests our institutions must carefully examine 
where there is danger and consistently and force- 
fully oppose any Federal policies, legislative or 
regulatory, which not only threaten but fail to 
insure the best interests of our voluntary insti- 
tutions. 


The partnership of the Government with volun- 
tary and private agencies should in no way be a 
shadow: it should be the substance of careful 
planning and faithful performance of all the prin- 
ciples of a satisfactory and successful partnership. 
The rules of good conduct of this partnership 
should not be violated either by the voluntary in- 
stitutions or the Federal agencies. But instead 
there should be a careful consideration of each 
other’s areas of activity, an interest in profes- 
sional accomplishment, a safeguarding of the peo- 
ple’s welfare where the Government should not 
supplant but should supplement the efforts of our 
voluntary institutions. This applies not only to 
hospitals but, with equal force and equal justice, 
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to whatever phase of social betterment with which 
both voluntary agencies and the Government may 
be concerned. 


Long before the Government began to think of 
its responsibility for the hospital and medical care 
of its people, the voluntary agencies—and par- 
ticularly the religious orders—undertook the work 
of caring for the poor in a spirit of charity. It 
was many years before the Government began to 
concern itself to the extent of providing hospitals 
for the care of the sick. And to this day the great 
majority of the people who are admitted to hos- 
pitals are admitted to our voluntary institutions 
rather than to our Government hospitals almost 
in the proportion of three to one. 


Dangers in Government Assuming Responsibility 
of All Indigent Patients 


It is generally accepted as fundamental that the 
responsibility for the medical and hospital care 
of the indigent patient is a governmental responsi- 
bility, and that it begins at the moment when the 
voluntary charitable organizations have assumed 
all the burden of care that they possibly can carry 
and there are no other than the Government meas- 
ures which can be provided for the care of the re- 
mainder. 


In the care of the average patient in the mod- 
ern hospital more than one hundred skills are 
employed, and in order to discharge this quality 
of service the ratio of employees to patients is 
very close to one to one. The increasing cost of 
hospital operation, varying from 14 cents per 
patient-hour for service that costs $3.50 a day to 
25 cents per patient-hour for service that costs 
$6.00 a day, has created: a problem of financial 
support for our institutions which has become a 
very serious one. 


But with all of this development in hospital 
care, with its attendant increased cost, our volun- 
tary institutions would lose their most valuable 
possession by adopting the principle that some- 
one, the patient, the Government, or some tax 
agency, must pay for every patient admitted to 
our institutions; that someone must pay directly 
a dollar in money for a dollar of service rendered 
the patient. In other words the voluntary hos- 
pitals would admit no indigent patient in fulfil- 
ment of their ideals of charity for the sick, but 
would be remunerated for every patient regard- 
less of whether he was poor or well-to-do. 


While the trend in the Government policy seems 
to provide more and more toward the cost of hos- 
pital care for the indigent, this policy should not 
be permitted to deprive hospitals either of their 
desire or of their right to perform their Christian 
obligation of extending charity to those of their 
people who are in need and without funds. Our 
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voluntary hospitals must in the future, as they 
are doing now and have done in the past, depend 
upon the appeals to philanthropy for their future 
financial support. Philanthropy has never failed 
them when they have done their share in the name 
of charity. 


It is unfortunate, to my way of thinking, that 
voluntary hospitals should demand remuneration 
for the care of all the sick from some individuals 
or the tax agencies, leaving no field or at best but 
a limited field for the exercise of that best of all 
virtues, charity. In my own thinking, a better 
policy would be for the Government to stand by as 
a silent but a sympathetic and understanding part- 
ner to support the voluntary hospital so that it 
may be able not only to give and extend its charity 
but to maintain a high professional standard of 
performance. Nothing should ever be done to 
deprive the voluntary hospital of the value of its 
appeal for public support by taking away or in 
any degree lessening the charitable aspect and the 
charitable performance of the institution. In 
times past, and I think at present, hospitals have 
been the favorites of philanthropy. In as great 
a degree as any other institutions or agencies, 
hospitals have received immediate support from 
the charitably minded of their communities. 


The principle of having the Government pay 
for all patients who cannot otherwise pay their 
hospital costs is attended by three important 
hazards. The first, and most serious, is the change 
in the character of our voluntary institutions from 
charitable institutions to commercial organiza- 
tions asking and receiving their pound of flesh; 
the second is the introduction of governmental 


supervision, with its attendant Government in- 
terference, into the policies and conduct of our 
voluntary institutions; and the third is a lament- 
able lowering of the standard of professional and 
hospital care in order to provide service com- 
mensurate with the greatly reduced rate which the 
Federal Government might insist upon paying the 
hospitals for patient care. 


But the Government should not lag in giving 
its financial support to voluntary hospitals by 
way of needed loans with long term maturity 
and at low rates of interest. Hospitals, as a gen- 
eral rule, are good financial risks for not only the 
physical assets of the institution stand back of 
them but the faith, honesty, and good purpose of 
the people who operate them constitute a moral 
security that is not paralleled in any line of busi- 
ness. Hospitals are permanent institutions owned, 
operated and supported by the people, whether 
these hospitals are the property of religious or- 
ders, of churches, or of voluntary organizations. 


If such a policy were established by the Federal 
Government, it would involve a comparatively 
small sum, all of which would be returned together 
with the interest charged, and this sum would 
be put into active operation for the moral, physi- 
cal, and social betterment of all our people, for 
the maintenance of the present high standard of 
hospitals, extending their charity to a larger 
number of people, giving a better accounting of 
the stewardship of the funds which have been 
given them in the past and will be given them in 
the future, save them from unwholesome govern- 
mental direction and regulation, and insure their 
permanency as voluntary institutions. 
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Ambulance Parade-Visit of Association of Hospital Superintendents, September, 1905 
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Hospital Lien Laws 


SISTER M. ANN JOACHIM, O.P., L.L.M., Ph.D. 


OR the protection of hospitals, public or 
z private, profit or charitable, and in some 

jurisdictions physicians and nurses as well, 
certain lien laws have been enacted. 


Thousands of individuals and institutions have 
suffered great losses each year because their pa- 
tients settled their claims for damages and neg- 
lected to pay those who did most for their physical 
recovery. 


These liens, which give an institution or person 
the right to interpose a claim for services ren- 
dered to an injured person, differ widely as can 
be seen. from the accompanying chart. Who shall 
benefit by these laws?! To what kind of property 
shall the lien attach?? What amount may be 
claimed? Are there exceptions to this rule?* 
Under what circumstances, notices, filing, fees, 
search, etc., do they attach?® 


When and on what conditions may/must suit 
be filed to perfect a lien?® May hospital records 
be examined, and who may have this right or 
privilege?’ Has a hospital lien priority to a lien 
of an attorney acting for the injured party?® 


Even without lien laws, hospitals in some states 
have ample protection. California has no lien 
law, but since 1929 the owner of a motor vehicle 
is responsible for all accidents, that is, if the 
driver thereof had permission for the use of the 
car from the owner at the time of the accident. 


Massachusetts and Wisconsin have no lien laws. 
Insurance companies and the hospitals in these 
two states have a friendly agreement in which the 
insurance company withholds the amount of the 
hospital bill from any settlement. Massachusetts 
has also a compulsory insurance law requiring 
motorists to carry accident insurance. The Ohio 
Statute reads: 


“No permit shall be issued by the commis- 
sion to any private motor carrier until there 
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shall have been filed with the commission a 
liability insurance certificate, policy or bond 
satisfactory to the commission in such sum 
and with such other terms and provisions as 
the commission may deem necessary ade- 
quately to protect the public, having due re- 
gard for the number of persons and amount 
of property affected... ’” 


Further, Ohio has a “Hospital Reimbursement 
Law’ by virtue of which a hospital"! may pre- 
sent a statement of its claim for reimbursement 
for the cost of the care of each indigent patient. 
The Act goes into detail as to the contents of the 
report and statement under oath, to be filed by the 
hospital officials. An effort must first be made by 
the hospital to collect the sums due from the indi- 
gent and if unsuccessful then to present its claim 
to the State. 


The legislatures of the various states are realiz- 
ing more and more the need to protect and aid 
this necessary democratic institution, the hospital, 
of which we have more than 6200 in the United 
States. Many more states plan an earnest study 
of the lien laws and it is believed that such a 
chart as this may aid them in determining the 
best plan suitable to the existing laws of their 
states. 


The hospital is always a community enterprise, 
whether public or private, profit or charitable, 
and it needs the support and faith of that com- 
munity arid its leaders. 
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State Lien Law Date Benefit of Attach to Amount Exception Notice 

No. 130 March 21, 1933] Physicians, Claims and rights|Services ren- Filed with Clerk 
Dentists, Nurses of actions. dered plus costs of Court in 
and Hospitals and fees of at- County of Hos- 

torneys in en- pital and copies 
ARKANSAS forcing lien. to all concerned 
within 60 days 
after services 
rendered. 
Ch. 235 June 1, 1923 |Any hospital re- |First lien on pro-jActual cost of|Not to cover|Written reg. mail 
Sec. 5139 Revised 1930 |ceiving State aid. {ceeds of any acci-|such service andjaccidents. which|notice upon such 
dent, liability in-|materials. come under thelinsurance com- 
surance policy. Workmen’s Com-|pany at principal 
pensation Act. main office if 
CONNECTICU1 within the state, 
otherwise notice 
on Commissioner 
of Ins. Estimate 
of total cost. 

Ch. 179 April 6, 1931 |Every  charitable|Any verdict, re-|Reasonable Filed in the of- 
association or in-|port, decision, de-|/charges of such fice of the Pro- 
stitution maintain-|cree, award, judg-|hospital for all thonotary of the 
ing a hospital sup-|ment or final order|medical treat - county in which 

DELAWARE ported in whole orj|made or rendered|ment, care and injury occurred, 
in part by privatejin any action, etc.|nursing while in all information. 
charity. hospital. 

Ch, 255 June 30, 1939 |Every association,|That part going or/Reasonable|If covered by the|Giving all infor- 

Public Act corp. or other in-|belonging to suchjand necessary|Employees’ Com-|mation shall_be 

No. 161 stitution maintain-|patient, of any re-/charges of such|pensation Act or| filed in the office 
ing a hospital in/covery or sum had/hospital for the/the Workmen’s|]of Clerk of Dist. 
ee of Col- ved an Pal 0 treatment, care —— sey 3 no! Court. Copy to 
umbia. e  collecte yjand mainte-|lien permitted. all concerned. 

ae such patient. nance. 

July 19,1989 |Every hospital or-|Any verdict, judg-\|Reasonable|Shall not affect) Written notice to 
ganized for non-|ment or decree se-|\charges at ward|the priority of|all concerned by 
profit. cured in any suit\rates providedjany attorney’s|reg. mail or in 

or action by thejtotal amount ofjlien under Act of| person. 
injured party andjall liens shall|/June 16, 1909, as 
to any money, etc.,/not exceed 14)/amended. 
recovered by com-|of the sum paid 
ILLINOIS promise settlement./to injured per- 
son. 

Ch. 201 March 9, 1933|Every person, firm, On any judgment|Reasonable val- Except persons|At the time or 
partnership, asso-/for, personal in-|ye of its ser-|covered by thelafter judgment, 
a ar tg juries. vices or ex-|provisions' of|hospital must en- 

7 ion maintaining a enses. Workmen’s Com-|ter in judgment 
INDIANA hospital, and every 1 pensation Act or|book its inten- 
hospital owned by Fed. Liab. Act. |tion to hold a 
city or State. lien thereon and 

amount, 

Ch. 131 March 10, 1934)/Every association, Reasonable/|Except persons|Notice to all con- 
corporation, county and necessary| covered by Work-|cerned and filed 

IOWA or other institution charges up to}/men’s Compen-|in Dist. Court in 
maintaining a hos- date of pay-/sation Act. county of hbspi- 
pital. ment of dam- tal. 

ages. 

Ch. 235 1939 Every hospital in|That part going Or|Not to exceed|Not to apply to|Written notice 
the state which|belonging to such}$900.00. those covered by|containing item- 
shall furnish emer-| patient, whether —— Workmen’s Com-|ized statement 
gency or  other|by judgment, set-|Reasonable and|pensation Act of|approved by pa- 

KANSAS medical service. tlement or com-|necessarylthis State. tient, filed with 
promise. charges. clerk of dist. 
court of county 
of hospital. To 
all concerned. 

Act. 1932 State supported|/Board of Adm. of/Reasonab1e|mmployment fall- 

No. 230 hospitals, including/such hospital shallleharges forljing outside of 
physicians’ :and/be_ subrogated tojservices andithe province of 
surgeons’ fees. right of action. like charges of|the Employer’s 

other hosp. of/Liab. Act. 
the first class. 

LOUISIANA Act 1938 Charity hospitals of] Person receiving|All fees and See Misc. col. 

No. 289 the State. treatment and files|charges. 

suit for damages 
shall cause copy to 
be served on hos- 
pital 10 days be- 
fore trial. 

Ch, 491 June 1, 1937 |Every association,|Judgment,  settle-|Lien upon 50%|Only those not|/Filed and mailed 
corporation or in-|}|ment or compro-|of that part go-|covered by the|to all concerned 

MARYLAND stitution, including] mise. ing to patient}Workmen’s Com-| including insur- 
Municipal corpora- for reasonable|pensation Act. ance carrier. 
tion maintaining a and necessary 
hospital. charges. 
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Hospital Lien Laws 





Fees 








Discharge 


Suit 


Hospital Records 
May Be Examined 


Miscellaneous Provisions of the Act 








50c filing fee and 
50c for filing re- 
lease. 





If no suit is insti- 
tuted within 60 
days order for dis- 
charge of lien based 
on affidavit. If lien 
is paid, release 
must be filed with- 
in five days or $25 
fine. 


last notice. 


Must sue within 60 
days after filing 


Notice of lien must be filed within the State’s Statute 
of Limitations. : 

File notice of lien in court if there is a case pending. 
Must contain detailed information as to accident. 
Settlement of claim without settling lien is forbidden. 











Whenever the liability of such company or companies, 
either directly or indirectly, to the patient shall have 
been fixed, such insurance company shall pay directly 
to the hospital the amount due it, provided such amount 
shall be agreed upon by all of the parties interested; 
and a receipt by such hospital shall be evidence of pay- 
ment of such amount by such company or companies 
on account of their liability to the insured. ; 

If the interested parties shall not agree concerning the 
amount due such hospital, either party may bring. an 
action of interpleader to any court having jurisdiction. 





$1.00 filing fee and 
25c per folio for 
such entry in lien 
docket 25c for ev. 
research, 











Reasonable fees, 
not to exceed $1, 
as the court may 
by rule fix for the 
recording, indexing 
and releasing. 








May, within one 
year from date of 
payment, enforce 
its lien by suit at 
law against party 
making such pay- 
ment. 


Any person or per- 


sons, firm or cor- 
poration legally 
liable or against 


whom a claim shall 
be asserted shall be 
permitted to exam- 
ine the records 
concerning patient. 














May, within one 
year from the date 
of payment enforce 
its lien by suit at 
law against party 
making such pay- 
ment 


Any person or per- 
sons, ete., legally 
liable or against 
whom a claim shall 
be asserted _ shall 
be permitted to ex- 
amine ledger en- 
tries and similar 
records to ascer- 
tain basis for such 
lien. 











On petition filed by 
injured party any 
court may adjudi- 
eate rights of all 
parties and en- 
force liens. 


Any party to a 
cause pending in a 
court of record 
against whom a 
claim shall be 
therein asserted for 
damages shall up- 
on request in writ- 
ing be permitted to 
examine the _ rec- 
ords of such hos- 
pital in reference 
to such treatment, 








Any hospital claiming a lien under this Act shall, with- 
in ten (10) days of being so requested in writing by 
any such party furnish or file with the clerk of the 
court a written statement of the nature and extent of 
the injuries and the history as given by the injured 
person. 

Should any hospital fail or refuse to give or file a writ- 
ten statement in conformity with and as required by 
Sec. 3 of the Act after being so requested in writing 
in conformity with said section, the lien of such hos- 
pital shall immediately become null and void. 

Shall not affect the priority of any attorney’s lien un- 
der act of June 16, 1909. 





care and mainte- 
nance. 











See under 
Notice 








12c filing fee plus 
8c each folio and 
6c each search. 








Entering and filing 
lien charges 50c. 





Liable for one year 
from date of pay- 
ment, may enforce 











lien within that 
time. 

May enforce its 
lien within one 
year against per- 
son or _ persons 
making payment 





or settlement. 

















This lien shall be junior and inferior to all claims for 
attorney’s fees, court costs, and other expenses con- 
tracted or incurred in the recovery of claims or dam- 
ages for personal injuries as herein contemplated. 








This lien shall not prejudice lien or contract for moneys 
due attorneys in handling the case. 








The fee of 50c collected by the clerk for filing the lien 
shall be paid into the county treasury and become a 
portion of the general fund of the county. 

Copy of notice of lien must be mailed to insurance 
carrier. 

















That the Attorney General shall designate counsel to 
represent the Hospitals in all cases arising hereunder 
and such counsel shall be allowed a fee of 10% of the 
amount recovered. 

Amended in 1934 to read ‘‘such counsel shall be allowed 
a fee of ten per centum (10%) of the amount of such 
charges, to be taxed as costs. 

The Appellate court has not passed on this act. 





No court of this State shall proceed with the trial of 


any suit involving any claim referred to in this act 
unless a copy of the petition has been served as re- 
quired. 

No compromise shall affect the right of any of the 
Charity Hospitals to recover such fees and charges that 
may be due said hospital for treatment. 

This Act has been declared constitutional by the Civil 
District Court for the Parish of Orleans and 
pending in the Appellate court. 


is now 








Not more’ than 


$1.00 for filing and 
$1.00 for release. 




















Liable for  one}Hospital records 
year, may enforce}may be examined|< 
lien during that|by those _ inter- 
period. ested. 


mission, 
Workmen’s Compensation Act. 


Lien shall not exceed the charges as may now or here- 


after be allowed by the State Industrial Accident Com- 
may be the same as those provided by the 


Subordinate only to the lien of any attorney or attor- 


I 


neys’ fees in collecting damages. 
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State Lien Law Date Benefit of Attach to Amount Exception Notice 

Ch, 345 April 20, 1933 |Any person, firm or|Upon any and all|Reasonable|/Shall not apply] Filed within 10 
corporation operat-|causes of action. charges for}to any moneys/days after dis- 

MINNESOTA ing a hospital in hosp. care. due under Work-|charge & mailed. 
Minnesota. ; os men’s Compensa- 
tion Act. 
Ch. 57 Feb. 25, 1931 | Physician, nurse or| Any judgment or/Value of serv-|Only those not] Written notice to 
hospital. settlement. ices but not to|jcovered by} all concerned 
MONTANA exceed fees|Workmen’s Com-jand filed in 
adopted by|pensation Act. pending action. 
Montana St. 
Med. ‘Assn. 
Ch, 162 April 20, 1927 | Physicians, nurses| Judgment, settle-;-Reasonable|Not to include|File notice in 
NEBRASKA and hospitals. ment or compro-|value of serv-|those covered by|pending action 
mise. ices necessarily}Workmen’s Com-|and serve on all 
performed. pensation Act. j|concerned. 

z Ch. 72 1930 Every charitable}Any verdict, re-}Charges of such Filed within 3 
association, corpo-|port, decision, de-|hosp. for such months after 
ration or other in-|cree, award, judg-|treatment, care date of the acci- 
stitution maintain-|ment or final orderj/and mainte- dent with clerk 
ing a hospital sup-jor claims, settle-|nance. of county of H. 
ported in whole or|.ment or compro- 
in part by private] mise, etc. 
charity 

Ch. 158 1930 Reasonable 

charges at ward 
rates up to date 
of payment of 
damages. 

Ch. 231 1931 and in addition Notice See under 
those hospitals to clerk of Amount column. 
maintained by any county. where 
municipal or coun- injury took 
ty board. place and to all 

concerned. 
Ch. 76 1934 Notice must be 


NEW JERSEY 














filed before 
money is paid. 























NEW YORK 





























Ch. 109 April 30, 1984 |Medical and li- Reasonable 

4 eensed_ surgical charges of such 
treatment and hos- phy. and _sur- 
pital care. geon according 

to schedule of 
charges of 
County Med. 
Bd. or Society. 

Ch, 246 June 8, 1985 |Hospitals only. 

Ch. 60 1937 Instead of refer- 
ring to just “such 
persons” it says 
“such persons or 
corporations.”’ 

Ch. 534 May 11, 1936 |Every corp. incor-/To all rights of ac-/|Reasonable|Not to cover ac-/File with county 
porated as charit-|tions, judgment,|charges_ of|cidents whichjclerk where hosp. 
able _ institution|settlement or com-|treatment, care}come under 'the/is located before 
maintaining a hos-|promise. and mainte-|Workmen’s Com-| payment. Mail 
pital supported in nance. pensation Act. registered notice 
whole or in part COST RATES | Unless more than|to all including 
by charity, ev. mu- $300.00, does not|attorneys. 
nicipal, state or apply if less. 
county, ete. 

Ch. 290 April 18, 1939 











Footnote:—For decisions in cases concerning Hospital Liens, see: Goldwater v. Mendelson, N.Y.S. 2 D 242; Ferguson v. Ruppert 
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Hospital Lien Laws 














Fees 


Discharge 


Suit 


Hospital Records 
May Be Examined 


Miscellaneous Provisions of the Act 








$1.00 filing fee. clk. 


Action must _ be 
commenced within 
two years after fil- 
ing of lien. 














Subject to any attorney’s lien. 

No release of such causes of action or judgment shall 
be valid or effectual as against such lien unless such 
lien holder shall join therein or execute a release. If 
claimant must enforce lien and succeeds the court may 
allow reasonable attorneys’ fees and disbursements. 




















Subject to attorney’s lien, see Sec. 8993, Revised Code 
of Montana, 1921. 

Persons failing to recognize claim shall be liable to 
physician, nurse or hospital for reasonable value of 
services, 























12c filing, 8c folio, 
and 6c search. 

















Must enforce lien 
within one year. 








Any person, firm 
or corporation 
against whom 
claim is filed may 
examine records. 














50c filing, entering 
and indexing, 6c 
search. 


Must enforce lien 
by suit at law 
within one year. 
(1935) 











12¢ filing, 8¢ folio, 
and 6c search. 


See above. 




















The hospital au- 
thorities or persons 
to whom such lien 
was paid shall file 
notice in the coun- 
ty where lien was 
filed that same is 
paid and clerk will 
record same _ on 
margin of the hos- 
= lien docket, 
ete. 


Any person legally 
liable or against 
whom a claim is 
asserted for com- 
pensation for in- 
juries sustained 
shall be permitted 
to examine the 
records of the hos- 
pital in reference 
to the treatment, 
care and mainte- 
nance of the in- 
jured person 
therein. 


Lien has prior right to any release. 











Shall remain liable to physician, surgeon and hospital 
for one year after payment of damages or settlement. 

















12¢ filing 
8e folio, 
6c for each search 


May deposit money 

clerk until 
is settled if 
there is some dis- 
pute. 


Remains liable for 
one year. Suit to 
enforce lien must 
be begun before 
that time. 


Hospital records 
may be examined. 





See footnote. 








See footnote. 














Recovery for services rendered may be had for injuries 
received within one week before admission to the 
hospital. 

Hospital lien subject or subordinate to lien of attorneys. 
Hospital must file addition within five days after pa- 
tient is discharged from the hospital, showing total 
amount claimed. 

Law based on Chapter 38 of 1909. 








This is an amendment to previous act of 1936. 


Sec. 4 provides that clerk provide a well-bound book to 
be called the hospital lien docket, in which, upon the 
filing of any lien claim under the provisions of this 
section, he shall enter the name of the injured person, 
the date of the accident, the name of the hospital or 
other institution making the claim. 

The said clerk shall make a proper index of the same 
in the name of the injured person and shall be entitled 
to twelve cents for filing each claim, except in the 
counties comprised within the city of New York, where 
the filing fee shall be fifty cents in accordance with 
the provisions of subdivision 56 of section 1557a of the 
civil practice act and at the rate of eight cents per folio 
for such entry made in the lien docket and six cents 
for every search in the office for such lien claim and 
twelve cents for filing discharge of lien except in the 
counties comprising the city of New York where the 
fee for filing and entering discharge of lien shall be 
$1.00 in accordance with the. provisions of subdivision 
23 of sec. 1557a of the civil practice act. 





N.Y.S. 2 D 967; Goldwater v. Mendelson, N.Y.S. 2 D 627; Melichar v. Mendelson, N.Y.S. 2 D 1016. 
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State Lien Law Date Benefit of Attach to Amount Exception Notice 

Ch. 121 March 26, 1935}Any person or corp.;Any sums_recov-|Not to exceed/Shall not effect |Evidence of claim 
for drugs, medicaljered as damages|50% of the amt.jattorney’s fees. jat trial of action. 
supplies and medi-|for personal in-jof damages re- 

NORTH eal services ren-|juries. covered, exclu- 
CAROLINA dered by any phys- sive of attor- 
ician, dentist or ney’s fees. 
trained nurse, or 
hosp. for serv. ren- 
dered, also minors. 

Ch. 163 March 6, 1935| Hospitals and other|Rights, claims,|JReasonable|Not to include} File with clerk 
charitable institu-|judgment or settle-|value of serv-|those covered by|of District Ct. 
tions for care,|ment. ices. Workmen’s Com-| within 30 days 
treatment and pensation Act ofjafter _ services 
maintenance of per- the State of No.|rendered and_no- 

NORTH sons injured in ac- ei ime mal 
DAKOTA cident. . 
Ch, 400 March 11, 1931) Hospitals Suit or contract}Reasona ble|}Workmen’s Com-| Written served 
for recovery. value of hos-|pensation Act. on all and coun- 
OREGON pitalization. ty clerk within 
30 days. 

Ch. 708 May 9, 1939 |/Every association,,Any recovery or|Reasonable|Shall not apply|Filed with city 

corp. or other in-|sum to be collectedjand necessary|to those comingjor town clerk 
RHODE stitution, inc. mu-|by_ such patient,jcharges up tojunder Work-jand_ notice 
ISLAND nicipal hospitals. |judgment,  settle-|date of pay-}men’s Compen-|mailed to _ all 
ment or compro-|ment. sation Act. concerned, also 
mise. insurance car- 

rier. 

Ch, 85 April 19, 1933 |Every association|Any right of ac-|/|Amount _of|Patient must be|/Notice filed with 
or indiv. corp. or|tion, suits, claims,|;¢harges forjreceived in hos-|clerk of county 
others maintaining| verdict, report, ete.|such treatment,|pital within 72/where injury oc- 
a hospital or clinic. care and main-|hrs. after acci-| curred. 

TEXAS tenance not to/dent or lien will 
exceed $5.00 a/not attach. : 
day for 100 
days. 

Ch. 287 March 24, 1932}Public or private |}|Only against|Not  exceeding|Shall not apply| Notice to all con- 
hospital. money recovered. |$200 but not for|to those coming/ cerned. 

medical atten-|under the Work- 
tion exclusive|men’s Compen- 
of fees of at-/sation Act. 
torneys. 
- si Ch, 220 March 23, 1936 $50.00 for all|Shall not cover 
VIRGINIA Physicians andjany one coming 
$50.00 for allj}under Work- 
nurses. men’s Compen- 
sation Act. 

Ch, 374 March 31, 1938}Public or private Not exceeding|Shall not apply|Served upon per- 
hospital, any phys- $200.00 for hosp..|to those coming|sons who caused 
ician, reg. nurse, $50.00 for alljunder the Work-/injury or injured 
giving medical at- doctors and/men’s Compen-|party’s atty. 
tention. $50.00 for alljsation Act. 

nurses. 

Ch. 69 March 13, 1937)Nurses. doctors and|Award, decree, etc.| Not to exceed|Only those not| Filed within 20 

hospitals. Fel of award, comes . the anys of Po al if 
m ‘ ecision, decree,| Workmen’s Com-|no settle or 
WASHINGTON ete. pensation Act. paid. With Coun- 
ty Aud. where 
services were 

performed. 























4Some states physicians, dentists, nurses and hospitals, others 
only those hospitals receiving state aid, charitable associations 
of institutions maintaining a hospital supported in whole or in 
part by private charity, etc. 


“Claims, rights of action, proceeds of any accident or liability 
insurance policy, any verdict, report, decision, decree, award, 
judgment, ete. 


when discharged, 


Services rendered plus costs and fees of attorneys enforcing 
lien, some only reasonable charges, others not to exceed one- 
third of the sum paid to the injured person, still others limit it 
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*Many states have ruled that it will not 
which come under the Workmen’s Compensation Act, others 
add Federal Liability Act or Employees’ Compensation Act, etc. 


to $200.00, others not to exceed fees adopted by State Medical 
Boards, others again only ward rates, etc. 


cover accidents 


‘Some require notice within one week, ten days or 60 days, 
some require a notice upon admission to hospital and another 
the several laws list how they are to be 
mailed and who must be notified, where and how copies must 
be filed together with fees which range from 12 cents to $1.00 
with a few at 25 cents and others at 50 cents. 


HOSPITALS 











Hospital Lien Laws 





Fees 














Discharge 


Suit 


Hospital Records 
May Be Examined 


Miscellaneous Provisions of the Act 











Lien shall not affect attorney’s fees. 








50c 


for filing and 
indexing each lien. 








for cert. copy. 


At trial clerk shall 


search for lien and 
make part of judg- 
ment. Suit on lien 
within one year af- 
ter filing or with- 
in one year after 
action for dam- 
ages is terminated. 


Any person 
persons, firm or 
corp. legally liable 
under this act and 
against whom a 
claim shall be as- 
serted for com- 
pensation for such 
injuries shall be 
permitted to ex- 
amine the records 
of any such hos- 
pital which filed 
claim, ete. 


or 








If lien is contested, money may be paid to clerk of 
District Court, and suit must be brought within 60 
days after demand. 

In the event that injured person shall have a contract 
providing for indemnity or compensation for the sum 
incurred for hospitalization, such hospital shall have 
a lien upon the amount payable under said contract 
and the party obligated to make reimbursement for 
such hospitalization under such contract may pay the 
sum due thereunder directly to such hospital and such 
payment shall constitute a full release to the amount 
of such payment. 





$1.00 filing and 50c 





Act gives form of 
lien. 




















Hospital 
may 


records 
be examined. 





Written notice of claim by hospital served on all con- 
cerned within seven days after patient is admitted to 
hospital. 

No lien against 
after settlement. 


attorney’s fees and costs. No lien 



































Hospital may _ en-/Those legally liable 
force its lien by a|for such lien may 
law suit withinjexamine hospital 
one year against] records. 
those making pay- 
ment to injured 
persons. 

Filing fee 25c. Pee for discharge May be examined. 

oc. 

May file lien in 


pending suit. 





Hearing on lien 
shall be disposed 


Lien of attorney for services to have precedence. 








Does rot apply against insurance policy of insured 
party unless it is public liability insurance for such an 
accident. 

ADDITIONAL EXCEPTIONS: Will not apply to those 
covered by Workmen’s Compensation Insurance, Fed- 
eral Liability Act or Federal Longshoreman’s or Har- 
bor Works Act, or any insurance corporation, etc., fur- 
nishing a hospital or any corporation operating a rail- 
road and maintains a hospital. 











Hospital lien inferior in dignity to attorney’s lien. 

If there is a dispute as to amount of lien, court will 
settle the matter after five days’ notice. 

Notice: Lien will attach only to amount of money re- 
eovered. 





This Act amends Chap. 287 of 1932. 
Any person paying the charges (or city) subrogated 
to the lien but subject to attorney’s lien. 





The liens herein provided for may be asserted against 
the recovery, or against the general estate of the 














of in a summary decedent, but not both. If against the recovery and 
way in pending paid, such liens shall attach pro rata to the amounts 
litigation. received. 
Hospital lien inferior in dignity to attorney’s lien. 
Hospital may file suit after five days’ notice to claimant. 
Promissory note|/To enforce lien If payment is made for injury, prima facie evidence 
will not discharge|within one year of the negligence of tort-feasor and liability to com- 
lien unless ex-|after filing of lien. pensate for lien. 


presly given for 


that purpose. 




















privilege and when. 
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‘In some states suits to enforce lien may be filed within sixty 
days; in others it muS&St be filed within one year; in still others 
the hospital may interplead in pending action of injured person 
against the party or parties responsible for his injury. 


In half of the states with lien laws the hospital records may 
be examined, each goes into detail as to who may have this 
If the lien law does not provide for this 


and the hospital refuses, claiming it is confidential information, 
the person will have to subpoena these records into court in a 
Pending action after showing to the satisfaction of the court 
that it is essential, etc. 


SIn a 


1Tbid., 


11 ‘“‘Hospital’’ 
operated for profit, and registered with the State of Ohio, de- 
partment of health, which receives and cares for patients suf- 
fering from motor vehicle injuries, the per diem cost of which 
care shall be ascertained and certified in the manner provided 
in this act.’’ Sec. 6308, 7, 


‘majority of the states the hospital lien is subordinate 
to the lien of the attorney. 


91937 Sec. 614-115. 


Sec. 6308, 9, 10. 


means any institution, not organized and/or 


1937. The per diem rate certifies that 


it shall not exceed the sum of six dollars per day. 






Value of Research in Hospital Purchasing 


D. H. PALMER 


pital supplies is a simple one; namely, that 

the facts for judging the comparative value 
of the many brands and types of supplies can only 
be obtained through controlled service and labo- 
ratory tests. A research program which will ade- 
quately cover the major items used in hospitals 
should be undertaken by large groups of hospitals 
to avoid duplication, correlate the work of indi- 
vidual hospitals, and keep the cost of such work 
at a minimum. 


Nature of the Problem 


The voluntary nonprofit hospitals approved by 
the American Medical Association number 2,784 
with a total of 289,242 beds. The annual patient 
day expenditures may be conservatively estimated 
at 60 cents for purchases covering packaged food 
stuffs, medical and surgical and household sup- 
plies, and such maintenance supplies as paints, 
plumbing, and mechanical and electrical supplies. 
The total cost for these items amounted to ap- 
proximately $55,000,000 in 1939. Of this total 
about 55 per cent was spent on medical and sur- 
gical supplies, about 23 per cent on household sup- 
plies, about 16 per cent on packaged foods, and the 
remaining 6 per cent for maintenance and repairs. 
Other major items not included in these estimates 
are expenditures for fresh foods, fuel, light and 
power. 


It would be interesting to know what propor- 
tion of the $55,000,000 spent for equipment and 
supplies was purchased on a specification or com- 
parative test basis. No reliable estimate has been 
made, to my knowledge, but the proportion must 
be low—probably less than 5 per cent. 


Te principle of research as applied to hos- 


The failure to buy a major quantity of mate- 
rials on specification cannot be attributed to the 
lack of such specifications since they have been 
developed and long used by Federal, state and 
industrial purchasing departments. For years, 
specifications for sheets, blankets, textiles, gauze, 
cotton, thermometers, soaps, cleaning compounds, 
canned foods, fuels, paints, and drugs and chem- 
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icals have existed. True, they have been exten- 
sively used only by a comparatively few progres- 
sive purchasing agents. It is also true that not 
all types of hospital supplies and equipment have 
been described in carefully prepared specifica- 
tions. 


That individual hospital buyers have not given 
more consideration to minimum standard require- 
ments in the selection and purchasing of the items 
for which they are responsible is probably due, 
to a large extent, to their inability to give the 
time and study necessary for their proper use. 
In part, at least, the failure to appreciate the sav- 
ings and better service, which would result has 
been responsible. Also, a certain amount of check 
testing of orders as they are received is necessary 
to force compliance on the part of the suppliers, 
and few hospitals are in a position to undertake 
such testing work. But the day has passed when 
groups of hospitals, whose total annual purchases 
run into millions, can afford to be without com- 
parative quality data. 


Meaning and Value of Tests and Standards 


All commodities have certain definite qualities 
which can be measured. This assumption is basic 
to commodity research, although our methods and 
tools for measurement may not be all that we 
desire. 


In general, measurement or tests can be made 
in one of two ways, either by (1) standard lab- 
oratory methods, or (2) by actual service tests 
conducted under controlled conditions. The lat- 
ter method involves long and laborious procedures 
but is necessary, in many instances, if funda- 


HOSPITALS 











a ae 











mental characteristics and use requirements are 
to be established. Rapid fiuctuation in the mar- 
ket, changes in quality, and the need for checking 
shipments all require that comparative test data 
be made available as quickly as possible. Only 
standard laboratory tests will suffice in such in- 
stances. 


The use by user tests of sheets made at the 
Westchester County Hospital, Grasslands, New 
York, several years ago illustrates the difficulties 
which are encountered when. an extensive service 
test is undertaken. Twenty-four brands of sheets 
were put into the Westchester County Hospital 
and used for a period of four years with each 
sheet subjected to a total of sixty-five washings. 
The results were anything but conclusive. The 
65 washings represented not more than 2 years 
of actual use under ordinary hospital conditions 
and did not disclose any appreciable difference 
between the 24 brands of sheets. Even if definite 
conclusions had been possible, it is very unlikely 
that the brands offered by the manufacturers at 
the end of the four-year period were of identical 
quality with those tested. In general, service 
tests which extend over several months or years 
are best adapted for studying the difference re- 
lated to basic construction features rather than 
the relative quality of brands. 


In many cases laboratory test data are far from 
perfect criteria for estimating the life and serv- 
iceability of products, but until test methods have 
been devised which more nearly correlate with 
serviceability they must be used to judge the rela- 
tive value of the many brands and types of goods 
offered for a particular purpose. 


No purchasing agent, no matter how competent 
and technically qualified he may be, can accurately 
judge the relative merits of two similar items. 
For example, two brands of sheets cannot be 
judged merely on the basis of appearance and 
feel. Only actual measurements of thread count, 
tensile strength, resistance to abrasion, sizing and 
shrinkage will disclose their significant differ- 
ences. There are literally thousands of brands 
and types of soaps, cleaners, paints, floor finish- 
ing materials and canned goods on the market, 
and hundreds of brands of sheets, blankets, uni- 
forms, carpets and draperies are offered, from 
which the buyer must make his selection. The 
chances that even the most intelligent buyer can 
select these articles representing the greatest 
value per dollar expended out of this vast array 
of products without technical data on which to 
base his judgment are very remote. 


The buyer’s job in a hospital is complicated by 
the insistance of department heads that only such 
and such brands will meet their needs. Too often 
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such persons do not know that brands with high- 
sounding names are manufactured in accordance 
with recognized standards, and are, in no way, 
different from several other competing brands. 


Uniqueness and diversification are the watch 
words of modern industry and are stressed by 
the suppliers out of all proportion to the real and 
intrinsic values of the products offered. Buyers 
have found it practically impossible to disperse 
the halo that exists around certain brand names. 
In one hospital the surgeons were insisting upon 
being supplied with a particular make of surgi- 
cal blades. The buyer, with a technical report on 
hand which showed that there was no essential 
difference between the brand asked for and two 
other makes selling at considerably less, stocked 
a few of the big-name brands and so informed 
the surgeons, but continued to send them the less 
expensive brands of blades. Unaware of the sub- 
stitution. and not knowing the brand name of the 
blades they were using, the surgeons made no 
complaints. This form of mild deception should 
be unnecessary—but where the demand for a par- 
ticular brand is not based strictly on quality or 
serviceability, it may be justified. 


The tendency in modern purchasing is defi- 
nitely away from brand names. As Russell B. 
Forbes, Commissioner of Purchase for the City 
of New York, states in a pamphlet, “Purchasing 
for Small Cities,” substantial savings will fre- 
quently result when purchases are made on defi- 
nite and precise specification in place of brand 
names. A supplier, when asked to bid on a stand- 
ard specification, will frequently offer the identi- 
cal product at a fraction of the cost which he de- 
mands when the brand name is used. 


Specifications will only be adequate if they de- 
scribe all the essential characteristics of a product 
as determined by actual use. Where Federal and 
commercial specifications are in existence they 
should be used as a basis and only changed to meet 
the special requirements for hospital use. To 
avoid a multiplication of manufacturing proce- 
dure and thus increase cost of production, all 
specifications of like products should be as nearly 
in agreement as possible. 


Problems of New Products 


The vast array of new products constantly ap- 
pearing on the market complicates the testing pro- 
gram. Every buyer is flooded with new deter- 
gents, floor waxes, rubber goods, plastic and tex- 
tiles which can only be judged on their relative 
merits as determined by careful experiments. For 
example, new artificial textile fibers are appear- 
ing on the market at an ever increasing rate. 
Rayon has practically pushed silk from some of 
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its most important markets. Nylon and Vinyon 


are now bidding for an additional portion of the . 


textile market. The Italians were making syn- 
thetic wool from skimmed milk and two Ameri- 
cans have just patented a method for making a 
similar casein fiber. (While a sheep is producing 
only seven or eight pounds of wool, a cow pro- 
duces one hundred pounds of casein.) A fiber 
made from the protein of the soy bean is being 
made by the Japanese and will, no doubt, be dupli- 
cated in this country in the near future. The 
Germans are making textile fibers from fish pro- 
tein and horse and ox muscle. By spinning glass 
into extremely fine fibers, a large glass manufac- 
turer has produced a flexible fabric called “‘Fiber- 
glas.” An editorial in the Textile World states 
that this rapid expansion in the production of 
synthetic fibers is no minor development but has 
the makings of an industrial revolution—and we 
might add a revolution in the methods of testing 
the finished textiles as well. 


Some Test Results 


Gauze and bandage rolls are among the sim- 
plest type of textiles. They should be made of 
pure bleached cotton and meet minimum require- 
ments of thread count, strength, and absorbency. 
Testing gauze, however, is not simple. The test 
for purity involves laborious and costly chemical 
test procedures. From preliminary tests we have 
found that the most popular brands were satis- 
factory in most respects. It was rather startling 
to find, however, that all of the brands tested were 
consistently low in thread count—not an impor- 
tant factor for the high count gauze but signifi- 
cant for the low count. Some brands were found 
to contain considerable amounts of starch and 
loading material and to have a low rate of ab- 
sorbency. 


The tests of cellulose disclosed the fact that 
those brands having the highest absorbency could 
be used in much lower ply than that commonly 
supplied and give an absorbency per square foot 
equal to a widely used product which has pre- 
sumably given satisfactory service. By using less 
plies in the more absorbent cellulose, it was found 
possible to extend the area some 50 per cent and 
reduce by one-third the amount of material used. 


If the cotton tested is at all representative of the 
materials in common use in the hospitals, and the 
major brands were tested, the hospitals are not ob- 
taining top grade eye and ear cotton although pay- 
ing top grade prices. It is an interesting fact that 
the least expensive brand, priced at 29 cents per 
pound as compared to 37 cents to 45 cents per 
pound, was found to be best in every respect and 
failed only slightly in one test for purity. None 
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of the four brands tested met all U.S.P. require- 
ments for staple length and purity. The Veterans 
Administration and the Bureau of Standards have 
informed us that the grade ‘‘A” cotton purchased 
by the Government has been meeting all Federal 
Specifications which are more stringent with re- 
spect to staple length than U.S.P. requirements. 
Evidently, if the hospitals have not followed the 
practice of checking their shipments, they have 
been receiving a lower grade cotton than paid 
for and ordered. 


The Bureau of Standards has just completed 
tests of 344 thermometers submitted by 33 hos- 
pitals. Out of the 344 thermometers 155 or 45 
per cent failed to meet the requirements of Com- 
mercial Standard CS81-32 for Clinical Thermom- 
eters. A startling situation, to say the least, for 
one of the most critical measuring instruments 
used in medical care. 


These examples are given as evidence for the 
need of a thorough-going testing program cover- 
ing all major hospital supplies. The technical 
problems awaiting solution are too numerous to 
list. What wool content should a blanket have 
for optimum service and utility? The Bureau of 
Standards cannot tell us but proposes to find out 
in cooperation with the hospitals. Many hospitals 
are reporting a high rate of breakage in the use 
of glass syringes. A new Federal Specification 
for syringes has just been issued. It will be in- 
teresting to know how the brands now in use meet 
the requirements for accuracy, leakage under 
pressure, and degree of annealing. New all-rub- 
ber mattresses are now competing with inner 
spring, cotton and hair types. Can they be cleaned 
satisfactorily? Will they withstand sterilizations? 
In. view of the high price the answer should be 
forthcoming before a large investment is made. 
Such problems can be multiplied many times. 


A calm dispassionate consideration of the value 
of research at this moment of catastrophic world 
events may seem almost as illogical as were the 
activities of Archimedes who calmly proceeded to 
solve a geometric problem in the sands of Syra- 
cuse while the Roman army was taking over the 
city. But all those who have had any experience 
with consumer goods during the period of the 
last war will remember what happened to the 
quality and price of most lines of products. Only 
those organizations which have established a 
workable research program will be in a position 
to maintain quality standards and receive maxi- 
mum value for the money expended during the 
period just ahead. The hospitals being on the 
frontline in the defense of public health must have 
more facts than ever before about the products 
they are purchasing. 
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Nursing Service of the Future 


DORA MATHIS, B.S., R.N. 


pass that general practitioners of medicine or 

surgery are obsolete. In medicine they have 
been replaced by specialists in cardiology, me- 
tabolic diseases, gastro-intestinal diseases, allergy, 
endocrine disorders, tuberculosis and communica- 
ble diseases. Similarly general surgeons are being 
replaced by orthopedists, chest surgeons, otorhino- 
laryngologists, opthalmologists, gynecologists, 
plastic surgeons, neuro-surgeons and experts in 
genito-urinary surgery. The question that natur- 
ally presents itself is, will that type of specializa- 
tion in medicine and surgery demand a corre- 
sponding degree of specialization on the part of 
nurses who care for patients of these specialists? 


|: MANY communities it has already come to 


In seeking an answer to this question another 
presents, where will these patients be cared for? 
Statistics reveal that an increasing number of sick 
people are being cared for in hospitals. If they are 
moderately ill they receive care at the physician’s 
office, in the out-patient division of a hospital, and 
to a decreasing extent at home. 


In hospitals where the medical and surgical 
staff is composed of specialists a type of nursing 
that is exact, understanding, and scientific will be 
demanded. Securing this high quality of care will 
be delegated to graduate headnurses who must be 
experts in the fields that they are supervising. 


Consider for example a headnurse on a meta- 
bolic ward, her job will not be that of seeing that 
all daily baths, enemas, and evening cares are 
given. How much higher are the expectations of 
her service! The supervision of the instruction 
of patients concerning their illness is a part of 
her job. Knowing the home situation to which 
the patient must return and making it possible 
for him to live with his disease in that home is 
another part of it. Her fund of knowledge must 
include much that is derived from the biological 
and social sciences upon which nursing is based. 
She must be a real specialist in the field of meta- 
bolic nursing. It is difficult to refrain from digress- 
ing briefly to make a few statements about the 
postgraduate course in which she will secure this 
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special preparation. First, it must be built upon 
a sound basic course, second, it must be worthy of 
the name of a postgraduate course. Headnurses 
who are experts will be the products of post- 
graduate courses that are not mere repetitions of 
the basic course but those devoted to problems of 
medical and surgical nursing that require study 
and research. 


Is There a Need of Specialization in Bedside 
Nursing? 


All are agreed that those who supervise the care 
of patients under specialists should be headnurses 
who are especially prepared, but what of those 
who render bedside nursing? Will specialization 
in general staff, special duty, and public health 
nurses be needed? It is doubtful. I wonder if the 
feeling that a need for this highly specialized bed- 
side nurse is not traceable to the fact that at 
present so many graduate registered nurses are 
practicing who have not had a sound basic course? 
When the day arrives when all nurses are the 
products of sound educational institutions where 
specialists constitute the staff these nurses will 
have acquired the principles upon which detailed 
and scientific nursing care is based. As it is today 
some graduate registered nurses are barely to be 
distinguished from practical nurses when the 
meticulousness of their bedside nursing and the 
understanding with which it has been performed 
is scrutinized. 


What a vast difference is seen in -graduate 
nurses today! How impoverished a professional 
background is observed in nurses who received 
their basic course in schools where the staff was 
composed of general practitioners rather than 
specialists! As an example, at the present time 
many graduate nurses who have studied medical 
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nursing and have spent four to six months on that 
service as students when assigned as general staff 
nurses to a division where the patients are car- 
diacs under the care of a cardiologist it is dis- 
covered that orders to record the apical pulse, to 
determine the pulse deficit, to measure the intake 
of fluids and restrict to a definite amount, to limit 
activity to complete bed rest; have almost no con- 
notation to them. When the headnurse or the 
instructor of general staff nurses endeavors to 
teach them there is little foundation on which to 
begin teaching. The point of view that nursing is 
scientific and exact in many of its aspects has not 
yet been acquired. 


Would specialization in bedside nurses be needed 
if the basic course had been sound? Would not 
the nurse well-grounded in sciences and possessing 
a rich background of clinical experiences obtained 
in a real school not be able by reading and concur- 
rent study to learn quickly the therapeutic and 
diagnostic measures that have come into existence 
since her student days? 


Specialists in Medical and Surgical Nursing 


It is true that today there appears to be a need 
for specialists in medical and surgical nursing. 
Recently a registrar complained bitterly that it 
was necessary for her to call twelve registrants 
before she could find a private duty nurse to take 
care of a diabetic patient and teach him to give 
his own insulin. If almost all of the registrants 
using that nursing bureau had completed the 
basic course in schools where physiology, diet 
therapy, and medical nursing had become parts of 
their functioning knowledge the registrar’s job 
of finding the right nurse for the patient would 
have been easier. Nurses who have grown up in 
nursing schools where demonstrations to diabetics 
and instruction about their disease is a part ‘of 
their medical experience do not shy from accept- 
-ing such calls when they are graduates. 


My view may be somewhat myopic. Some in- 
dividuals further removed from the sins of poor 
undergraduate preparation have already observed 
the need for specialization. Mary Roberts in an 
editorial in the January 1939 issue of the Ameri- 
can Journal of Nursing observed, ‘““We have had 
much talk and some practice of specialization in 
nursing. We must have more.” 


Anna L. Tittman from her conning tower at the 
Nurse Placement Service gives this advice,* “A 
nurse well-grounded in generalized nursing does 
well to develop her tools in one or even two special- 
ties no matter whether her career lies in private 
duty, or hospital, or health work specifically. There 
are not enough nurses of this type.” 


*Employment in Nursing To-day, by Anna L, Tittman, R.N., 
American Journal of Nursing, January 1939, p. 47. 


40 


Assuming that we are convinced that improve- 
ment of the basic course in nursing is our most 
pressing job the question of the need for nurse 
specialists who are at the same time good general 
practitioners can be considered. It is conceivable 
that there will be need of them. The nursing of 
certain conditions requires such skilled observa- 
tion and quick résponsiveness to change in the 
patient that it is not possible for the nurse to 
acquire this keenness without almost continuous 
practice of this type of nursing. 


Immediately one thinks of neurosurgical nurs- 
ing. Again some nursing calls for such teacher- 
traits in nurses, for example, care of the tuber- 
culous patient, the diabetic, the orthopedic child, 
that only nurses with a teacher-consciousness 
would fill the patient’s and the specialist’s needs. 
Unless a nurse possesses some of the traits of a 
research worker it is doubtful that she would meet 
the demands of a gastroenterologist to whom the 
loss of one specimen is momentous. A love of ex- 
actness, and not the spectacular, must characterize 
the nurse who is most valuable in assisting the 
allergist to discover the source of discomfort for 
his numerous hay fever sufferers. Since such 
widely varying traits are called for is it not rea- 
sonable that nurse-specialists would give, and find, 
more satisfaction in certain fields than general 
practitioners? 


A question that arises in connection with the 
era of the nurse-specialist is: Where will they 
obtain the needed preparation? In medicine there 
is even today a dearth of postgraduate courses. 
Will preparation be gained by additional expe- 
rience in hospitals or clinics with superior serv- 
ices? Perhaps so, and the true postgraduate 
course will be open chiefly to nurses of exceptional 
ability who wish to prepare for headnurse or su- 
pervisory work. 


In summarizing may I emphasize the following 
points: 


Specialization will certainly be needed by nurses 
who supervise the care of patients under medical 
and surgical specialists. 


It is doubtful that all bedside nurses will need 
to become specialists. 


Emphasis is needed in the immediate future 
upon improvement of the basic nursing course 
rather than upon the production of nurse spe- 
cialists. 


Specialization in certain types of illness will 
contribute to increased satisfaction of the patient, 
the physician and the nurse. It will also increase 
opportunities of employment for the nurse, par- 
ticularly if she is especially prepared in two fields. 
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The Hospital Epidemiologist 


JOSEPH FELSEN, M.D., and WILLIAM WOLARSKY, M.D. 


. of medical science dealing with outbreaks of 
disease. Hippocrates, in his “Epidemeion,” 
the Greek word from which the term is derived, 
describes disease outbreaks among the ancients. 
Although bacteriology was not born until many 
centuries afterwards, his keen observations in 
such diseases as dysentery have hardly been sur- 
passed to this day. 


For mesa! sie may be defined as a branch 


The science of epidemiology developed with the 
growth of civilization, both being largely con- 
cerned with the herding instinct of man. As long 
as people were traveling nomads, widely scat- 
tered in small groups wherever food and climate 
permitted, disease was no great problem. At best, 
relatively few were affected by communicable dis- 
ease, since contact infections were limited to the 
individual, small, widely separated groups. 


Cities were founded largely as a measure of 
self-protection in a military sense, but with the 
founding of cities came great epidemics of such 
diseases as plague, typhus, and dysentery. They 
occurred as the result of bad hygiene and sani- 
tation, combined with crowded living conditions. 


Today we know the cause and mode of trans- 
mission of many epidemic diseases. Yet, in spite 
of that knowledge, civilization has been unable 
to wholly eradicate them. Indeed, some appear 
to be actually on the increase. This appears to 
be true of the infectious diarrheas in general and 
bacillary dysentery in particular. Although the 
possibility exists that the increase is due merely 
to better recognition, there appears to be no doubt 
that outbreaks of bacillary dysentery are increas- 
ing to an alarming extent in our hospitals and 
other institutions. “Diarrhea, dysentery and en- 
teritis,” the general term used by public health 
officials for infectious diarrheas, ranks as tenth 
in the list of major causes of death in the United 
States. The broader aspects of this problem have 
been described elsewhere.t Our present theme 
concerns a particular situation which exists in 
hospitals and other institutions and which re- 
quires more energetic and adequate management 
than it has heretofore received. 


August, 1940 


The Authors 
@ Dr. Joseph Felsen and Dr. William Wo- 
larsky are members of the Staff of the De- 
partment of Laboratories and Research of 
the Bronx Hospital, New York. 








Bacillary Dysentery Outbreaks 


The problem of bacillary dysentery outbreaks 
in mental institutions is not a new one. In gen- 
eral hospitals, however, it is of relatively recent 
origin. Outbreaks are occurring with increasing 
frequency in otherwise well organized hospitals 
for the care of acute and chronic disease. There 
also appears to be a concomitant rise in the inci- 
dence of infectious diarrheas other than bacillary 
dysentery such as those due to the “food poison- 
ing” group of bacteria and infectious diarrhea of 
the newborn. Since bacillary dysentery is respon- 
sible for the major group, and since its effective 
control generally also takes care of the other 
types of diarrheal disease, our chief concern will 
be with bacillary dysentery. 


The germ of bacilliary dysentery is only trans- 
mitted in one way—from the intestine of the per- 
son who harbors the germ to the mouth of the 
one who acquires the disease. The intermediaries 
are the three F’s—food, fingers, and flies. Pre- 
vention of outbreaks is therefore concerned with 
these factors. Contaminated food (including 
water) is the chief source of danger. Aside from 
adequate protection of the water supply by public 
health authorities, care should be taken to elim- 
inate cross connections and back siphonage in the 
hospital proper. 


During the past eight years it has been the 
privilege of the senior author to serve in an ad- 
visory capacity at a number of hospitals where 
outbreaks of bacillary dysentery have occurred. 
Reference to this work is perhaps pardonable, 
since the experience has served to point out sev- 
eral important weaknesses in our otherwise com- 
mendable system of hospital organization. These 
consist in: (1) lack of centralized control; (2) 
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procrastination; and (3) secrecy. While the mo- 
tives underlying such deficiencies are beyond the 
scope of the paper, no one will condone the result- 
ing additional hazard to patients who are perhaps 
already seriously ill with ailments other than dys- 
entery. This is particularly true among infants, 
where the mortality from dysentery is highest. 
It appears paradoxical to even intimate that pa- 
tients can contract a disease other than that for 
which they were admitted under conditions where 
protection should be practically ideal. 


When outbreaks of bacillary dysentery do 
occur, there is generally no planned method of 
attack. Conflicting orders, unnecessary confu- 
sion, fear of publicity and incomplete epidemio- 
logic studies usually characterize the reactions on 
the part of both lay and medical personnel. Hav- 
ing repeatedly encountered such conditions, the 
simplest solution appeared to lie in the appoint- 
ment of a well trained hospital epidemiologist? 
whose function it would be both to prevent and 
control outbreaks of communicable disease. 


Selecting the Hospital Epidemiologist 


We feel that this is an important advance in 
modern hospital work. The hospital epidemiolo- 
gist should be chosen from among the younger 
members of the staff. He may even be a recent 
graduate who shows aptitude for this interesting 
field of endeavor. Adequate training may be ob- 
tained at one of the recognized institutes of public 
health, preferably at the expense of the hospital. 
This expenditure is justified as it may eventually 
repay high dividends by avoiding undesirable pub- 
licity, closed wards and lawsuits incident to out- 
breaks. 


Methods of Control of Communicable Diseases 
in Hospitals 


The system in use at The Bronx Hospital since 
1933, for dysentery, has proved its worth beyond 
doubt. It is now being extended to all other com- 
municable diseases with full approval of the med- 
ical board who, together with the superintendent 
and directors, have learned to appreciate the value 
of a hospital epidemiologist. Constant search is 
carried on for flaws or negligence in our set-up. 
Monthly fecal cultures of all lay and professional 
personnel in the kitchen, obstetrical and pediatrics 
services since 1983 have been rewarded by the 
detection of a number of individuals with positive 
dysentery cultures in the kitchen and nursery be- 
fore they have given it to our patients, nurses or 
doctors. 


Centralized control of all diarrheal cases, ward 
or private, has been cheerfully accepted as a con- 
structive measure by our physicians, since it pro- 
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tects their own patients. Isolation is carried out 
upon admission and a special red card system au- 
tomatically sets in motion a clearly defined 
method of procedure under the direct control of 
the epidemiologist. Nurses and lay personnel are 
paid for time lost due to communicable disease 
such as dysentery, so that loss of pay is no incen- 
tive for failure to report sick. 


The average yearly cost has been negligible, 
hardly exceeding two hundred fifty dollars* since 
1933 when the plan was put into operation. Our 
average monthly fecal cultures number 130, vary- 
ing somewhat depending upon the number of new 
employees and distributed as follows: 


Nurses and assistants................. 85 
MG OPIN oar ever Peieeaks Fis ain os RR ews 7 
eS 38 


Since 1934, we have carried out over ten thou- 
sand fecal cultures on obstetrical, pediatrics, and 
kitchen personnel. This represents a great deal 
of work but we feel the results have justified the 
effort and, with proper organization, is being car- 
ried on without undue interference with routine 
laboratory procedures. 


Service of the Epidemiologist in Impetigo 


It can be readily appreciated how the services 
of the hospital epidemiologist may be of value in 
other communicable diseases. We are now en- 
gaged in a study of impetigo which has already 
revealed some interesting data on transmissibil- 
ity of the disease. Just as the ancient Roman 
fire marshals and their modern counterparts re- 
garded speed of arrival as the all important factor 
in preventing the spread of a conflagration, and 
investigation of predisposing factors as a major 
element in fire prevention, so the modern hospital 
epidemiologist strives to correct potential sources 
of contagion and to prevent the spread of com- 
municable disease by taking it in hand early. 


The opportunities for research in this field are 
excellent and it is therefore preferable for the 
hospital epidemiologist to be a member of the 
laboratory staff, well versed in research methods. 
There is no compromise with speed or efficiency 
of action in hospital disease outbreaks. In bacil- 
lary dysentery, it may spell the difference be- 
tween life and death. Hospital and other insti- 
tutional outbreaks of bacillary dysentery are a 
major cause of concern today. Being primarily a 
military disease, we may expect a rapid rise in 
various parts of the world to epidemic propor- 
tions. The broader aspects of ‘its control have 
been embodied in the seven-point program pre- 





*This figure was kindly compiled by William B. Seltzer, Su- 
perintendent. 
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sented at the annual meeting of the American 
Public Health Association in 1939.° 


A Seven Point Program for the Control of 
Infectious Diarrheas 


International cooperation for detecting 
cases at their source 


Certification of passengers and crew of 
ships as to presence or absence of infec- 
tious diarrhea at points of embarkation 
and before disembarkation 


Compulsory universal reporting by physi- 
cians of all infectious diarrheas 


Adequate sanitary supervision of transpor- 
tation systems, summer camps, food and 
foodhandlers 

Education of the physician and layman in 
isolating every case of diarrhea until cul- 
tures for specific organism prove negative 


6 Appointment of an epidemiologist to the 
staff of every hospital 


7 The prophylactic use of vaccine and serum 
in bacillary dysentery 


In closing, we wish to stress the appointment 
of an epidemiologist as a progressive step in hos- 
pital organization. The growing significance of 
bacillary dysentery outbreaks demands prompt 
action for their control. In hospitals, this and 
related problems are best met by the constant 
supervision of a duly qualified epidemiologist. 
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Three New Bulletins Published 


Three valuable new bulletins have just been 
published by the American Hospital Association: 
the first, “A Proposed Form for a Hospital Lien 
Law” (Bulletin 200); the second, “Substantive 
Provisions of a Hospital and Clinic Law for States 
or Provinces” (Bulletin 201) ; and the third, “Job 
Specifications for a Hospital Organization” (Bul- 
letin 202). 


The first two bulletins, prepared by the Council 
on Government Relations, are now issued in final 
form at the end of studies extending over a pe- 
riod of three years. Constituting a digest of the 
most competent lay and legal opinion, and rep- 
resenting the official point of view of the Ameri- 
can Hospital Association, these studies will be 
invaluable to legislators and hospital executives 
interested in formulating hospital lien or licens- 
ing bills for hospitals in their particular states 
or provinces. 


The third bulletin on “Job Specifications” is one 
of a series on personnel management projected 
by the Committee on Personnel of the Council on 
Administrative Practice. The importance of such 
specifications to hospitals is well indicated in the 
following passage from the preface to this 
manual: 


“Job specifications are the keystones to the 
evolution of an intelligent organization struc- 
ture, scientific employment methods, reliable 
standards of productivity, improved methods 
of performance, an equitable salary plan, a 
sound system of promotion, well developed 
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training programs, vacation policies, and 
many other personnel policies and methods.” 


The Council on Government Relations and the 
Council on Administrative Practice are to be con- 
gratulated on the completion of these studies. 
They are worthy additions to the list of official 
Association publications. These bulletins have 
been sent without charge to all institutional mem- 
bers of the Association. Additional copies may 
be secured from Association headquarters at a 
nominal cost. It is hoped that these bulletins will 
achieve the careful study which their excellence 
so obviously merits. 

sulin tnass 


Dr. J. H. Stephenson Resigns 


Dr. J. H. Stephenson has resigned as superin- 
tendent of the Jefferson Davis Hospital, Houston, 
Texas. Dr. Stephenson is one of the most efficient 
hospital administrators in the Southwest. He was 
administrator of the city-county hospital system 
in Dallas, Texas, for ten years and left that posi- 
tion three years ago to assume the superinten- 
dency of the Jefferson Davis Hospital in Houston. 


The Jefferson Davis Hospital was erected at a 
cost of $2,250,000; it was planned by Dr. Chris- 
topher G. Parnall, and is regarded as one of the 
finest municipal hospital plants in the United 
States. The administrative policy of this fine in- 
stitution has been developed by Dr. Stephenson 
during the three years of his administration, and 
his resignation, according to the editorials in the 
Houston press, is a distinct loss to the city-county 
charity hospital and to the community. 
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Chicago Institute for Hospital Administrators 


August 28 to September | | 


Annual Institute for Hospital Administrators 

which the American Hospital Association, 
with the cooperation of the University of Chicago, 
American College of Surgeons, American Medical 
Association, American College of Hospital Admin- 
istrators and the Chicago Hospital Council, will 
conduct at Judson Court on the campus of the 
University of Chicago, August 28 to September 
11. As in former years, the Institute will be under 
the directorship of Malcolm T. MacEachern, M.D., 
associate director of the American, College of 
Surgeons. He will be assisted by Arnold F. Emch, 
Ph.D., assistant secretary of the American Hos- 
pital Association, and Gerhard Hartman, execu- 
tive secretary of the American College of Hospital 
Administrators. 


Pirin have been completed for the Eighth 


The Institute furnishes a well-planned, prac- 
tical refresher course based upon modern educa- 
tional principles and the experiences and successes 
of seven previous institutes. The program, as 
outlined, presents lectures on different phases of 
hospital administration; practical demonstrations 
at different hospitals; student participation in 
seminar and round table discussions under the di- 
rection of the lecturers and the Director of the 
Institute; and opportunities for discussion of 
individual problems with authorities on specific 
phases of hospital administration. 


The program of the Institute will open Wednes- 
day, August 28, with Asa S. Bacon, superinten- 
dent of Presbyterian hospital of Chicago and 
treasurer of the American Hospital Association, 
presiding. Official greetings to the members of 
the Institute will be extended by Fred G. Carter, 
M.D., president, and Bert W. Caldwell, M.D., ex- 
ecutive secretary of the American Hospital Asso- 
ciation. General instructions and an. outline of 
the course will be given by Dr. MacEachern. The 
opening lecture will be delivered by Dr. Carter on 
“The Organization of the Hospital.” 


Lectures 


In the lectures, the principles, policies, stand- 
ards, and procedures of hospital administration 
will be presented by nationally known leaders in 
the hospital field. 


The registrants will hear G. Harvey Agnew, 
M.D., on “Hospital Ethics”; Benjamin W. Black, 
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M.D., on “The Art and Science of Hospital Ad- 
ministration”; Fred G. Carter, M.D., on “The 
Organization of the Hospital’; Frank R. Bradley, 
M.D., on “Administrative Practices”; Mrs. Jewell 
W. Thrasher on “The Small Hospital’; and John 
C. Burg, vice-president, in charge of personnel, 
Hotels Statler Company, Inc., on “Personnel Man- 
agement and Personnel Relationships.” 


Management of departments will be covered by 
specialists in each field. Margaret Harrington will 
discuss ‘Management of the Food Service” ; Sister 
M. Berenice, “Nursing Education and Nursing 
Service’; Clara M. Konrad, R.N., “Organization 
and Management of the Obstetrical Department” ; 
and L. B. Sterling, “Maintenance of the Physical 
Plant.” Business management will be covered by 
Arkell B. Cook in “Business Management of the 
Hospital” and C. Rufus Rorem, Ph.D., in “Hospi- 
tal Accounting” and “Group Hospital Service.” 


Professional relations will be presented by 
Robin C. Buerki, M.D., in “The Role of the Hos- 
pital in Graduate Medical Staff Organization” ; and 
Joseph G. Norby and Stanley J. Seeger, M.D., in 
“Medical Staff Organization—Professional Rela- 
tions and Professional Activities.” Legal relations 
will be presented by William H. Spencer in “Legal 
Aspects of the Hospital” and public relations will 
be discussed by Arnold F. Emch, Ph.D., in “Basic 
Principles of a Public Relations Program.” 


Demonstrations 


In the field trips to the different hospitals the 
subjects and procedures discussed in the lectures 
are supplemented and emphasized by practical 
demonstrations conducted by members of the 
hospital personnel with the administrator of the 
hospital as coordinator. 


The subjects which seem to claim the greatest 
general interest at the present time are: care of 
the mother and the newborn; business methods; 
central service in all its different phases; medical 
records; nursing service; x-ray service; and gen- 
eral plant operation. All of these subjects will be 
demonstrated in four or more different hospitals. 


Other demonstrations will be given on food serv- 
ice, laundry service, housekeeping, anesthesia 
service, oxygen therapy, vascular therapy, physi- 
cal therapy, occupational therapy, psychiatry in 
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a general hospital, orthopedic service, fracture 
appliance shop, pharmacy service, purchasing and 
stores, medical library, patients’ library, informa- 
tion service, control of visitors, personnel manage- 
ment, clinic management and medical staff organ- 
ization and administrative control. These services 
will be demonstrated in one to three hospitals. 


Value of Student Participation Emphasized 


One of the most valuable phases of the Institute 
is the opportunity that is given for student par- 
ticipation in the discussions of the subjects, prin- 
ciples, policies and procedures presented. 


In the seminars and round tables, the friendly, 
informal atmosphere created by Dr. MacEKachern 
and his collaborators soon encourages even the 
most timid registrants to ask questions and voice 
opinions. 


Conferences on Individual Problems 


Registrants who have specific administrative 
problems affecting their individual hospitals or 
who desire intensive study in some special depart- 
ment will have ample opportunity to obtain ad- 
vice and guidance through the group conferences. 
More than twenty-five specialists in their respec- 
tive fields will be available for conferences during 
the Institute. 


Extra-curricular Activities 


The tours to the national headquarters of the 
American Hospital Association, American Col- 
lege of Surgeons, and American Hospital Asso- 
ciation are always high points of the Institute. 


The visit to the American Medical Association 
headquarters is a stimulating experience in itself. 
As one visits the different departments and bu- 
reaus one is amazed by not only the volume of 
medical literature that is printed and sent out by 
this Association but one is deeply impressed by 
the never ending studies, research, and investiga- 
tions that are being carried on in every field of 
curative and preventive medicine. 


The visit to the American College of Surgeons 
headquarters always presents many interesting 
surprises to the Institute registrants. The building 
was formerly a private residence, one of the Chi- 
cago show places of the 80’s. It was known as the 
“Nickerson’s Marble Palace.” In 1919 a number 
of leading citizens of Chicago purchased it and 
presented it to the College. Some years later the 
beautiful memorial building to Dr. John B. 
Murphy was added to the original building. The 
various rooms of the house have been converted 
into offices without destroying the original deco- 
rative scheme. It is in this building that Dr. Mac- 
Eachern has his office, and it is in this building 
he will be host to the registrants on Labor Day. 
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The visit to the American Hospital Association 
headquarters will have added interest this year. 
Registrants will have an opportunity to inspect 
the remodeled Board Room and Bacon Library. 


The Bacon Library is a fine example of the 
transformation that can be achieved in an old 
building by thoughtful planning. It is difficult to 
believe that this beautifully proportioned artistic- 
ally panelled room was formerly a school gym- 
nasium with brick walls and a running track. In 
February, the library was dedicated and named in 
honor of Asa S. Bacon. The Bacon Library has 
the most complete and valuable collection of hos- 
pital literature in the world. Its service bureau 
alone has over 5,500 package libraries for distri- 
bution. 


The headquarters building was originally the 
Boys’ Latin School, where the majority of the 
sons of Chicago’s “Gold Coast” families received 
their early education. The building was purchased 
by the Association in 1926. It is always a source 
of wonder how well this school building has been 
adapted to the needs of the Association. 


In addition to housing the various activities of 
the American Hospital Association, the head- 
quarters building is the home of the American 
College of Hospital Administrators and the Amer- 
ican Association, of Nurse Anesthetists. 


Other tours may be arranged for groups of 
registrants to visit the University of Chicago 
buildings and other places of interest in Chicago. 


Institute Dinner 


The dinner for registrants and faculty, spon- 
sored by the American Hospital Association, will 
be held the evening of September 10. This annual 
affair generally demonstrates how well acquainted 
a group with mutual interests can become in two 
weeks’ time. The registrants of the Institute take 
charge of the entertainment and many interest- 
ing reactions to the Institute are reviewed. 


Closing Exercises 


The last session of the Institute will be held 
Wednesday morning, September 11, with Dr. Mac- 
Eachern presiding. A lecture on “Hospital Ethics” 
will be delivered by G. Harvey Agnew, M.D., for- 
mer president of the American Hospital Associa- 
tion, and the closing address “Summarization— 
Art and Science of Hospital Administration” will 
be given by Benjamin W. Black, M.D., president- 
elect of the Association. 


The closing exercises will be the presentation 
of Certificates of Attendance to the registrants by 
Bert W. Caldwell, M.D., executive secretary of 
the American Hospital Association. 
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New England Institute 


for Hospital Administrators September 2- 
14, 1940, at the Harvard Medical School, 25 
Shattuck Street, Boston, Massachusetts. 


N=: ENGLAND will hold its first Institute 


The Institute will be sponsored by the Amer- 
ican College of Hospital Administrators, the New 
England Hospital Assembly and the Hospital 
Council of Boston and will be held in cooperation 
with Harvard University Medical School, Boston 
University School of Medicine, and Tufts College 
Medical School. 


Director—Henry M. Pollock, M.D. 
Co-Director—Charles F. Wilinsky, M.D. 


Secretary-Treasurer—Albert G. Engelbach, 
M.D., Cambridge Hospital, 330 Mt. Auburn 
Street, Cambridge, Massachusetts 


Dr. Pollock, director, announcing that the pro- 
gram has been completed, states that the field 
trips and demonstrations under the direction of 
Frank Wing, chairman, will coordinate with the 
morning sessions and evening round table con- 
ferences, both of which will be under the super- 
vision of Dr. Joseph B. Howland, chairman of 
the curriculum committee. 


Leaders of the morning sessions are: 


Dr. B. W. Black, Alameda Company Institutions, Oak- 
land, California 

Dr. William J. Brickley, Boston 

Ida Cannon, Massachusetts General Hospital, Boston 

Miriam Curtis, Cooley Dickinson Hospital, North- 
ampton : 

William A. Dawson, United Hospital Fund of New 
York, New York City 

Rt. Rev. Monsignor Griffin, Cleveland, Ohio 

James Hamilton, New Haven Hospital, New Haven, 
Connecticut 

Dr. J. B. Howland, Huntington Memorial Hospital, 
Boston 

Frances C. Ladd, Faulkner Hospital, Jamaica Plain 

John T. Morrison, Division of Rural Hospitals, Asso- 
ciation of the Commonwealth Fund, New York City 

Dr. Claude Munger, St. Luke’s Hospital, New York 
City 

Dr. Henry M. Pollock, Massachusetts Memorial Hos- 
pitals, Boston 

Samuel Stewart, Central Maine General Hospital, 
Lewiston, Maine 

James Wheeler, Hutchins and Wheeler, Boston 

Dr. Charles Wilinsky, Beth Israel Hospital, Boston 

Frank Wing, Boston Dispensary, Boston 
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Hospitals participating in the Institute who will 
receive the groups for field demonstrations are: 


Beth Israel Hospital, Boston 

Boston City Hospital, Boston 

Boston Lying-In Hospital, Boston 

Cambridge, Cambridge 

Carney, Boston 

Children’s, Boston 

Faulkner, Jamaica Plain 

Free Hospital for Women, Boston 

Massachusetts General, Boston 

Massachusetts Memorial, Boston 

New England Baptist, Boston 

New England Deaconess, Boston 

New England Medical Centre—Boston Dispensary, 
Boston Floating Hospital, Pratt Diagnostic Clinic 

New England Hospital for Women & Children, Boston 

Newton, Newton 

Peter Bent Brigham, Boston 

Quincy City, Quincy 

Robert Breck Brigham, Boston 

Whittier Street Health Centre, Boston 


Six Evening Round Table discussions, five of 
which will be on subjects directly relating to the 
morning sessions and field trips and the sixth and 
last a general discussion, will be led by: 


Samuel D. Kausman, Beth Israel—Business Office and 
Management 

Dr. N. A. Wilhelm, Peter Bent Brigham—Purchasing 

Dr. Wilson Knowlton, Boston Lying-In—Clinical Rec- 
ords, ete. 

Ralph Perkins, Boston Dispensary—Mechanical Plant 

Katherine Donovan, Chief Matron Massachusetts 
General—Housekeeping 

Dr. F. A. Washburn, Cambridge—General Round 
Table 

(No questions barred; one and all received) 


Administrators, assistant administrators, and 
department heads sponsored by administrators, 
living in the New England States, Maritime Prov- 
inces and Newfoundland are eligible. 


Tuition fee, $25.00. A registration fee of $2.00 
should accompany the completed application. If 
the application is accepted, this will be credited 
toward the tuition fee. 


Requests for information and application blanks 
should be addressed to the Secretary-Treasurer, 
Dr. A. G. Engelbach, Cambridge Hospital, 330 Mt. 
Auburn Street, Cambridge, Massachusetts. 
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The Society of the New York Hospital 


Its History, Its Purpose and Its Program for Public Service 





WILLIAM HARDING JACKSON 


of laymen, representative of virtually 

every business in the Colony of New 
York, obtained a charter from King George III to 
form The Society of the New York Hospital, the 
first hospital in New York and the second in 
America. 


O= hundred sixty-nine years ago a group 


The first patients were American soldiers 
wounded a week after the Declaration of Indepen- 
dence. 


The Hospital has served the country through 
five American wars. It has remained open despite 
embargoes and depressions. It has met the de- 
mands of pestilence and epidemic. 


The New York Hospital has finally emerged as 
a modern medical center affiliated with an out- 
standing medical college and dedicated to the 
great objectives of medicine: the care of the sick 
rich and poor; the teaching of doctors and nurses; 
the development of scientific research and the 
prevention of disease. 


Typical American Institution 


The history of the New York Hospital parallels 
closely the history of the United States. Its story 
is the story of an American institution—typical of 
free private institutions in America devoted to 
charitable purposes, depending upon the past, 
present, and future support of private individuals 
and developing in the wholesome atmosphere of 
American freedom. The buildings are not merely 
beautiful examples of American architecture, not 
merely efficient places in which to carry on the 
work of a medical center; they symbolize Ameri- 
can aspiration and the fulfillment of some of its 
promises. They are a monument to a system under 
which men have had opportunity, have succeeded, 
and with vision and generosity have responded to 
the obligation of their success by providing for 
others. 


If the New York Hospital as an American in- 
stitution is typical of successful achievement 


Presented at the 170th Charter Day meeting of the Society 
of the New York Hospital, June 13, 1940. 
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under the American system it is also faced with 
typical problems confronting free institutions 
everywhere. The fundamental problem of this 
hospital is a world problem. If this country is 
driven to war the New York Hospital will play its 
part, as it has in the past. But the problem lies 
deeper, I suspect, even than a World War, because 
this tragic conflict has grown. from the seeds of 
world revolution. For that reason it is more 
horrible, more dangerous, and more contagious 
than war. 


Enlightened Leadership and Disinterested Service 


After the last war masses of people all over the 
world became acutely conscious both of their 
misery and of their power. In reckless despera- 
tion they demanded relief from their suffering. 
This uprising has been appropriately called the 
revolt of the masses. The desperate demands of 
the masses have been met, in some countries, with 
the false promises of tyrants who have enslaved 
millions of people. These people exchanged what 
they had of liberty for a false promise of security. 
Unable to fulfill the false promises, their leaders 
took the obvious road through persecution and 
plunder at home to war abroad. 


The demands of the masses have been met in 
other countries by futile and illusory promises 
which have lulled the people temporarily into a 
false sense of security from which they have 
awakened to find that they have been lost or are 
in grave danger. 


It is a time calling for honest and enlightened 
leadership in the free countries that are left, by 
men who are acutely sensitive to the public needs 
but who are brave enough to tell the public the 
truth, to point out demands that would lead to 
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financial disaster, demands that would lead to the 
loss of the right to demand, demands that would 
lead to defenselessness and defeat. 


The problem confronting the leadership of free 
countries also confronts the leaders of private in- 
stitutions serving the public. Disinterested and 
competent service by men who desire nothing for 
themselves, but who are deeply appreciative of 
the urgent needs and legitimate demands of 
others, has never been so imperative in the his- 
tory of this country. It is needed in government, 
on the boards of great corporations, and in the 
administration of our charitable and educational 
institutions. 


Principles Applied 


We are trying to apply this conception of dis- 
interested service and enlightened concern for the 
needs of the public in the administration of The 
Society of the New York Hospital. To the best of 
our ability we are at least taking steps in this 
direction. 


We have elected Mrs. Charles S. Payson as the 
first woman Governor of the New York Hospital. 
We have also elected Wendell L. Willkie, with the 
full knowledge that both of them will assist in 
providing such leadership as I have described. 


We have increased the membership of the So- 
ciety of the New York Hospital by the addition of 
men and women who are willing to support the 
hospital financially by annual contributions and 
to assist in its administration. 


We have provided that the members of the 
Society shall be eligible to serve on the standing 
committees of the hospital, so that these commit- 
tees will be at full strength and will comprise the 
most competent men and women that we can 
obtain. 
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We have asked the Chairman of the Social 
Service Committee of the New York Hospital and 
the Chairman of the Ladies Auxiliary of the 
Lying-In. Hospital to attend the meetings of the 
Board of Governors so that the entire work of the 
hospital will be better integrated. 


We shall cooperate, as always, to the fullest 
extent with the Cornell Medical School, with the 
School of Nursing and the Medical Board, so that 
the great functions of this Medical Center can be 
carried on by the professional staff with all the 
assistance and sympathetic understanding that 
the Board of Governors can give. 


We shall assist in the work of the United Hos- 
pital Fund with the full realization of our obliga- 
tion to help in the solution of the financial 
problems of all the voluntary hospitals in New 
York that are giving efficient and free medical 
service to the poor. 


Finally, we should and will cooperate, so far 
as it lies within our power, in the development of 
plans through which people of all classes can pro- 
vide by insurance at low rates for their care in 
hospitals. 


These are merely steps in a larger program, 
small steps perhaps, toward the realization of the 
dream of ideal service to suffering human beings 
which is symbolized by these buildings. The New 
York Hospital is worth working for, and it is more 
important than ever before to work for it and for 
other American institutions in this critical period. 
In a time of noisy propaganda and lies it is a quiet 
place where men can work freely in the search for 
scientific truth. In a world of death and destruc- 
tion it is one of the citadels of life and health and 
hope. 


The New York. Hospital with the 
Cornell University Medical College 
in the foreground 
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The Dietitian —Her Important Contribution 
to Hospital Service 





ARTHUR H. PERKINS, M.D. 


sible for the conduct of the hospital, and the 

dietitian is the department head held respon- 
sible for the conduct of the dietary department in 
all its many phases. 


: theory, the hospital administrator is respon- 


In almost all hospitals, the dietitian spends one 
quarter of the budget or even more. The dieti- 
tian, in my opinion, directs the expenditures of 
the most important quarter because it has been 
my experience to find that when patients have a 
food service that pleases them, they are much 
less apt to find fault with the other three-fourths 
of the hospital service. 


There are five functions for a dietitian to per- 
form; depending on the type and size of the in- 
stitution in which she is working, they are of 
varying or equal value. She functions as: 


A prudent spender of the dietary budget 
A master salesman 

An educator 

A therapist 

A research worker 


The nearer she comes to her goal of perfection 
in each of these functions, the nearer she will be 
to becoming the hospital administrator’s “best 
quarter.” 


A Prudent Spender 


What makes the dietitian a prudent spender in 
her administrator’s eyes? Her solution of the 
waste problem. It is not as essential that the 
plate waste be weighed or that food preparation 
wastes be utilized; that bread pudding appear 
perennially on the menu—as that by a study of 
the plate waste, the menu making may be ad- 
justed to suit the tastes of her clientele. I am 
sure that careful, thoughtful menu making, based 
upon: (a) the knowledge of what the patients and 
employees find satisfying; (b) the seasonal trends 
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in the market; (c) the introduction of surprises 
and constant variety into the menu; and (d) alert- 
ness in using new recipes and new products pro- 
duced by research is as valuable, in the prevention 
of waste, and the preserving of the spending 
power of the hospital dollar, as diphtheria anti- 
toxin is in the prevention of diphtheria. 


While on the subject of menu making, I can- 
not pass without reminding you of a fact often 
lost sight of, that you have the difficult task of 
arranging not only liquid, soft, and regular diets 
for the various types of patients, but also arrang- 
ing diets for the various types of employees—the 
energy consumers, firemen, mechanics, porters, 
laundry workers—the nurses, and the doctors. 
Each of these groups desires a different type of 
menu. 


The breakage charges against the department 
and the use of supplies such as mops, soap, steel 
wool, metal polish, etc., are all indicators to the 
administrator as to how frugal his dietitian is. 
Every administrator is willing and in fact desirous 
that enough of these supplies be used to maintain 
the department in a proper and efficient manner; 
but again, it is so easy for kitchen employees to 
use more cleaning powder or metal polish than is 
needed unless the dietitian has this fault con- 
stantly in mind. 


The proper cooperation with the maintenance 
department in the matter of keeping up mechan- 
ical equipment, reporting leaky faucets, keeping 
sink drains open, grease traps clear, electrical at- 
tachments in repair, refrigeration working prop- 
erly, plays an essential part in making the hos- 
pital dollar stretch. 





















Lastly, of importance in being a prudent 
spender, whether you do the buying or act only 
as a consultant, is your ability to evaluate the 
suitability of silver, linen, china and all dietary 
equipment for the place it is to take in your par- 
ticular department. For example, you would not 
order light weight, delicately designed china for 
your public ward service. You might after in- 
vestigation believe that stainless steel individual 
teapots were more economical for your ward pa- 
tients than pottery teapots. 





Master Salesman 


The hospital administrator contends that the 
ability of his dietitian to be a master salesman is 
of equal value to her prudent spending. Sales- 
manship is the power to influence people. Every 
business must have a sales force. The hospital’s 
sales force consists of the nursing force, the 
housekeeper with her maids and porters, and the 
dietitian with her many helpers. 


“Good bedside nursing, and good housekeeping 
maintain favorable public opinion and good will, 
but I personally believe that the dietitian is the 
master salesman, and that it is through her de- 
partment that we can do our most effective pub- 
licity or saleswork.” So spoke O. K. Fike, admin- 
istrator of Grace Hospital, Richmond, in an ad- 
dress before the Southeastern Hospital Confer- 
ence in April, 1938. His address was published 
in HOSPITALS, August, 1938, and is well worth 
reading. 


The reaction of patient and personnel to the 
hospital depends more upon their satisfaction or 
dissatisfaction with the food than on any other 
one thing. Few patients feel they know enough to 
criticize operating room, laboratory, or x-ray tech- 
nique, but every man thinks, because he is in the 
habit of eating three meals a day, he is an autho- 
rity on food. Many patients have malfunctioning 
tastes, and have a premeditated belief that the 
hospital is always attempting to provide them 
with food that is not of the same high quality 
they serve at their own tables. Because of this 
more or less inborn belief, we must always serve 
food of indisputable quality. 


I believe the two things which have been most 
successful in helping our dietitian become our 
master salesman are, the use of selective diet 
lists for all our patients, private and ward; and 
the almost daily visit of the dietitian to each 
private patient. This visit is known among our- 
selves as giving the patient the “P.T.”—‘Personal 
Touch.” It means a great deal to the patient to 
have the dietitian, not an assistant dietitian or 
a nurse, consult with him as to his little likes or 
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dislikes. This personal touch is time consuming, 
but we know it pays dividends. 


Educator 


Perhaps the hospital dietitian does not do one 
quarter of all the teaching that is done in the 
hospital, but she approaches that figure. The 
hospital administrator is ever mindful of the edu- 
cational work of his dietitian carried on with 
student nurses, resident staff, attending staff, 
medical students and patients. 


Therapist 


Diet therapy has become such an important 
subject of late years that the dietitian must give 
a very definite portion of her time to it. Special 
diets are usually rebelled against by the patient 
and I am sorry to say many doctors do not pave 
the way for the diet by telling the patient why it 
is of value to him. I have had many a patient tell 
me during my more than ten years in hospital 
administration that they thought they should be 
given a discount on their bill because they did not 
eat anything except a little broth for most of the 
first week they were in the hospital. It is the 
therapeutic dietitian’s difficult task to teach these 
patients on special diets how fortunate they are 
to be where they can get the scientifically calcu- 
lated diet that is going to restore their health. 
The task of diet therapy is not an easy one, and 
the hospital administrator appreciates its im- 
portance and the ability of his dietitian to handle 
this phase of hospital dietetics. 


Research Worker 


Some of you may not have thought of the 
dietitian as a research worker. In the smaller 
hospitals, she is often the only research worker 
in the institution. She does not fit the definition 
President Emeritus Lowell of Harvard is said to 
have given for research. “Research is sitting 
around waiting for something to boil.” In the 
larger hospitals with a large staff, President 
Lowell’s type of dietary research may be carried 
out to the finest degree of qualitative and quanti- 
tative analysis, but every dietitian, wherever she 
may be, is bound to be trying new recipes, new 
products, or new methods to improve products 
or better service. Yes, the administrator approves 
his dietitian’s interest in research. 


The hospital administrator has shown his ap- 
preciation of this job his dietitian does, I think, 
when we realize that it was only twenty-two years 
ago that hospital dietetics was born, and that a 
survey made in 1938 reported 2400 dietitians were 
engaged in hospital service. We hospital admin- 
istrators do appreciate our dietitian. 
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Student Guidance in the Nursing Schools 


SISTER MARY CHARITAS, S.S.N.D. 


ciation, in 1937, I closed with the following 


l’ AN address delivered before a national asso- 
words: 


“Why should you wait until the state shows 
you how? You have the personnel; you will 
not suffer for want of applicants; you would 
entice a better quality of person into the pro- 
fession; you would raise nursing in every one 
of its branches to the level of a respected pro- 
fession. You would render to yourselves, first 
of all, and then to the whole nation, a very 
distinctive service. Let me add what you dare 
not forget: you would be doing what I know 
individually you have recognized it to be all 
along—a duty.” 


Going over a number of studies in preparation 
for this article, I find that, both in entrance re- 
quirements and in requirements for graduation, 
the nursing schools have made very definite and 
very long strides in the right direction in the past 
two years. When I noticed that, like Rostand’s 
Chanticleer who thought his crowing made the 
sun to rise, I thought complacently “Well, that 
was worth while, after all.” But I was quickly 
disillusioned about my own share in this fine spurt 
toward improvement. For I found in the Cur- 
riculum Guide, published two months before my 
address, a report made by the National League of 
Nursing Education, indicating that the curriculum 
revision there presented had been begun in 1934. 


But improvement there certainly has been, re- 
gardless of who is responsible for its initiation, 
and you are to be congratulated on the concerted 
effort you are making to improve a situation 
Which you have been honest enough to face 
squarely, to recognize existing deficiencies and set 
about determinedly to supply those deficiencies as 
consistently and as speedily as possible. In fact, 
the expressed aim of the National League of 
Nursing Education is to “help secure a sound basic 
Preparation for all nurses, and to help graduate 
nurses to secure the type of preparation they need 
to meet the special requirements in their various 
fields of work”; and there is plenty of evidence 
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that you are moving solidly toward the achieve- 
ment of your ideal. 


Directing the Student After Admission to the 
Training School 


In this discussion, we are primarily interested 
in the direction of the student after she has been 
admitted to the nursing school. Even in those 
preparatory schools in which there exists a very 


effective guidance program—and there are very 
few today, in spite of the sincere efforts of in- 
terested groups—it is the rare individual who, 
though she knows definitely she wants to be a 
nurse, knows all that will be expected of her as a 
nurse, but she should be informed as early as pos- 
sible in her specific training period. The qualifica- 
tions and requirements—and those of the highest 
type of nurse—should be plainly held up as a cri- 
terion against which the aspiring nurse measures 
her own. present qualifications and the evidences 
of her capacity and willingness to meet the ideal 
requirements and qualifications. I repeat what I 
said in 1937, for I maintain it as a principle: 


“It is likewise imperative that the counsel- 
lor be conscious of the following facts all the 
while: 


“First: Each individual is peculiarly fitted 
for a definite task. Van Dyke has expressed 
that idea as well as any perhaps— 


“Tn the field or forest, 
At the desk or loom— 
This is my work— 
My blessing, not my doom. 
Of all who live, I am the one 
By whom this work can best be done 
In the right way.’ 


“Second: The specific task into which the 
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counselee hopes to fit herself has definite 
requirements and will make certain demands 
upon her. 


“Third: In the preparation, the ideal of the 
fullest preparation and the best possible 
service must be the objective, rather than a 
mere satisfying of minimum requirements to 
meet demands on paper. Surely, it is with 
the nurse as it is with the teacher, that, 
unless the candidate is resolved to be the very 
best teacher that the particular group could 
have, she is depriving another potential 
teacher of that position besides foisting her 
mediocrity upon persons who can in no way 
escape it.” 


“Surely, there is scheme and order in the 
universe, and to ‘every man a different min- 
istry in the same Spirit’ today as it was in 
St. Paul’s time. The cry is, not for more 
nurses with mediocre training and utter lack 
or very poor background—the profession is 
cluttered with them—but for nurses with 
broader experience, better professional back- 
ground, additional specialized training. Many 
of the present inadequate nurses have either 
missed their rightful place in life and are 
wretched nurses who would have made ex- 
cellent members of some other profession; or 
they have failed to rise to the heights they 
are equipped to attain in the right profes- 
sion.” 


Character Requirements 


There are character requirements which, in our 
present emphasis on high I. Q., must never be 
permitted to assume second place in the mind of 
the student because they have assumed secondary 
importance in the purposes of the instructors and 
guides. Harlan H. Horner, Assistant Commis- 
sioner for Higher Education in New York State, 
in his pamphlet Nursing Education and Practice 
in New York State. with Suggested Remedial 
Measures, writes this inspirational paragraph: 


“No professional relationships call for finer 
sensibilities, for greater tact, for a gentler 
and kindlier touch, or for a deeper under- 
standing of human nature, for a more abun- 
dant use of plain, common sense than the 
capable and trustworthy nurse must display 
in dealing with the sick. Nursing calls for 
young women with force of character, good 
breeding, intellectual capacity, and that sub- 
tle something, not measurable by ordinary 
high school standards, nor indicated by ordi- 
nary terms, which makes the ministrations 
of the accomplished nurse a blessing as well 
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as an indispensable necessity in the sick room. 
Whatever the academic level of the prelim- 
inary education of a prospective nurse should 
be, the personal and human equation should 
enter strongly into her admission to profes- 
sional training. That our training schools are 
now (1934) admitting many students merely 
upon scholastic requirements, who are un- 
fitted by character, personality and tempera- 
ment for the nursing profession is abundantly 
demonstrated by what happens to them after 
admission.” (p. 10) 


Students in training need to be reminded of 
these facts. Such reminding becomes a definite 
part of the guidance program. While the delega- 
tion to one individual of the responsibility of 
administration of the guidance program is desir- 
able, the guidance itself must be of the very 
substance of all instruction. In his Trends in Pro- 
fessional Education (Educational Record) Rev. 
Alphonse M. Schwitalla, 8.J., advocates the pres- 
ence on the faculty of teachers “outstanding in 
their influence upon students.” Besides their 
professional training, such teachers should have 
a distinctly cultural background. 


It is the instructor in the daily classes, and the 
supervisor of floor duty, who set the pace and 
elevate or depress in the mind of the student 
nurse, the standards of nursing—and of life gen- 
erally. This places a grave obligation upon the 
staff of the nursing school, but that responsibility 
has always been there, whether it has been so 
appreciated or not. Every hour of instruction, 
every period of laboratory, every hour of bedside 
nursing, must be directed not only to acquaint the 
nurse with the technical knowledge and skill for 
becoming an adept in the profession, but primarily 
to becoming a good person in the nursing profes- 
sion. This ideal may not be something which you 
merely say on occasion to the student nurses, or 
which you have printed in your manuals; it must 
be so evident a part of your training procedure 
that prospective nurses may be as conscious of 
the need there is to meet practically the require- 
ments of character as they are of the need to 
make a passing grade in their various subjects 
in order to be granted a diploma. 


Age Requirements 


There are age requirements which some nursing 
schools mainly limit, and advisedly, to between 
twenty and thirty-five years upon entrance into 
professional training. With twenty as an entrance 
age, it becomes possible for the prospective nurse 
to meet more conveniently the preliminary educa- 
tion requirements which are being gradually 
stepped up to the bachelor’s degree. In the 1939 


HOSPITALS 














Bulletin on Nursing, a Profession for the College 
Graduate, issued by the Nursing Information Bu- 
reau of the American Nurses Association, we find 
this minimum of background strongly advocated: 


“Helping people get well, helping them to 
keep well and to lead healthy, happy lives 
brings deep satisfaction to the nurse. It re- 
quires special knowledge, skills, and abilities. 
A college education provides an admirable 
foundation. The advanced academic work, the 
stimulating contacts, and the broadened con- 
cept of life and social relationships gained in 
college give the graduate who enters the 
nursing profession the basis on which an in- 
telligent, sympathetic understanding of peo- 
ple of every walk of life may be built. 


“With such a background, she should be- 
come eligible for positions of responsibility 
and leadership in nursing more quickly than 
other nurses. Nursing offers her abundant 
opportunity for fascinating, worth while, 
satisfying service!” (p. 2) 


Academic Requirements 


While to date only two schools require the 
bachelor’s degree for admission, an increasing 
number of nursing schools require the satisfactory 
completion of one or two years beyond high school 
graduation, and the great majority require at least 
graduation from high school. The Curriculum 
Guide indicates by inference in its specifications 
for a nursing school the scholastic requirements 
which should be met by the nurse. Analyzed care- 
fully, these ten points (pp. 34-35) set a high 
standard for the scholastic attainments expected 
in the candidate for the profession of nursing. It 
is a serious part of the guidance program—and 
that means of every person contacting the student 
in her training—to discover the fact of her satis- 
factory native equipment or her lack of it, and to 
direct her accordingly. 


Health Standards 


There is a high standard of health which the 
nurse needs to maintain. Due to the extraordinary 
strain upon the nurse’s strength and endurance, 
the student nurse is obligated to develop almost 
an exaggerated good health, if that were possible. 
Any outstanding physical defect which might be 
a handicap in performing nursing duties and 
which cannot be cured before admission should 
bar the candidate. 


Staff members and supervisors who meet with 
student nurses each day and for several hours of 
each day have the opportunity as no other person 
has, to observe the routine attention which the 
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nurse is giving to her own health. Factors which 
have so direct a bearing upon health, that they 
may not be overlooked, are posture, gait, poor 
condition of teeth and of the feet. 


Personality 


General physical health has perhaps more effect 
upon the personality than any other single factor, 
except the will. A wholesome personality which 
reflects good physical and mental health should be 
one of the prerequisites for a person entering the 
nursing profession. Extreme unselfishness is a 
fundamental demand upon the nurse. It is not so 
difficult for those entrusted with the education 
and training of the potential nurse to encourage 
this exercise of selflessness, this regard first for 
the comfort of others even at personal expense. 
The student nurse who fails to meet an assign- 
ment, and asks for an extension of time for no 
plausible reason except her own neglect, is mani- 
festing the presence of a selfish trait which she 
will not automatically slough off when she receives 
her nurses’s diploma. Thoughtlessness of self and 
prime regard for others would manifest itself in 
all the finer points of personal appearance. A dis- 
regard for the feelings of others is often mani- 
fested in the young person by slovenly arrange- 
ment of hair, the wrinkled or soiled uniform, the 
lack of scrupulous cleanliness, the slipshod man- 
ners, and the general lack of fine manners, tact, 
and courtesy. 


Friendliness, Tact, and Courtesy 


Genuine love of neighbor is, besides, the surest 
guarantee of tactful intercourse with others. 
There should be no quarter in the training school 
for any carelessness or any dropping below stand- 
ard in this regard. Young people want to be held 
to high standards; they want to have the assur- 
ance that they are correct in every detail. The 
occasional young student nurse who resents cor- 
rection in these matters is in the wrong place, and 
the sooner she is “let out” the better for her and 
for the profession. These are the matters on 
which students in nurses training want direction. 


Guidance in the Art of Living 


We conceive of each individual as a uniquely 
important person, and, strangely enough, as such 
part of the whole of society as to affect by each 
single human activity every other member of 
society with a result that will show up in eternity. 
In our guidance of the individual student, we may 
not forget all the while that, important as guid- 
ance in the attainment of knowledge and tech- 
nique are, guidance in the art of living according 
to the precept “Be.ye perfect as your Heavenly 
Father is perfect” is of invaluable importance. 
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Will you, in your guidance program which 
places definite responsibility upon each person 
who contacts the student nurse, realize in a prac- 
tical way that the nurse ministers to Christ Him- 
self in her service to His ailing brethren? I say 
each member of the teaching and of the hospital 
staff advisedly for Emerson was right when he 
said “Nor knowest thou what argument thy life 
to thy neighbor’s creed hath lent.” Consciously 
or unconsciously, but none the less truly, doctors, 
supervisors on other floors who may never have 
the respective nurse under their specific direction, 
even other nurses, are molding the very thought 
trends of the individual nurse. Until all of us 
working with young people preparing for their 
life work, realize the part which we play in the 
guidance program, the machinery of records and 
interviews and reports can function only to the 
extent that it is interpenetrated with the spirit of 
the guidance above suggested, if at all. 


There are other matters on which students in 
nurse’s training want direction. Im an article ap- 
pearing in the March 1939 American Journal of 
Nursing on Student Guidance, the author lists 
some of the problems on which student nurses 
expressed a desire for information and enlighten- 
ment. The information regarding this desire of 
the students had been obtained through an un- 
signed questionnaire. 


Teacher-Student Relationship 


In regard to personal problems, where the 
proper relationship exists between teacher and 
student, students will usually consult with a 
trusted teacher. In case of a particularly reticent 
student who seems to be suffering because of some 
personal difficulty, the safest thing to advise is 
prayer. Let us not be too cocksure that we always 
know the answer to every problem. Burnham 
says: “When you do not know what to do with 


children, do not do anything at all.” I should 
rather paraphrase that, recalling what Tennyson 
says about prayer and put it “When you do not 
know what to do, pray.” Professor William James 
says in speaking of direction of students: “There 
are times when nothing but the light of the Holy 
Spirit will tell us what to do.” We forget too read- 
ily, I fear, in our efforts to construct a perfectly 
functioning guidance program, that our Lord 
promised a Paraclete who would “remind of us all 
things whatsoever He had taught”; and that there 
are times in our lives also when we might be told 
many things but “we cannot bear them now.” And 
the light of the Holy Ghost can be had for the 
asking. 


There is, after all, something singularly terri- 
fying about the responsibility one person assumes 
when he attempts to guide the destinies, temporal 
and eternal, of another human life; and yet, since 
Creation, it has been God’s way of leading men. 
Since we cannot dare to assume so much light of 
ourselves, those of us who are placed in the posi- 
tion where we must serve as guide for others, 
actively or passively, and, I repeat, the entire 
faculty, as well as all the hospital staff becomes a 
very direct part of that guidance service—can do 
no better than appreciate our own helplessness by 
ourselves as of ourselves, and rely more for final 
decisions upon the light which our asking will 
bring to us from the Holy Spirit to supplement 
our own sincere efforts in the work. If it is Christ 
whom the nurse is to serve and to whom she is to 
minister, whose wounds she is to bind and whose 
pain she is to assuage—and it is—those who, next 
to herself, are responsible for her training may 
take no chance at bungling the work, for it is by 
the success with which we will have served Him 
in serving our fellowmen that we are to be judged 
eventually ; and all our striving is after the hear- 
ing of the words: “Well done, thou good and faith- 
ful servant.” 





J. Campbell Butler Appointed Managing 
Director of Group Hospital 
Service, Inc. 

J. Campbell Butler, who for the past two years 
has been comptroller of Group Hospital Service, 
Inc., Syracuse, New York, has been appointed 
managing director of this organization, succeed- 

ing W. W. Seymour, who resigned. 


Mr. Butler came to the Plan after a wide ex- 
perience in commercial sales and accounting prac- 
tices, and his splendid service has been, justly rec- 
ognized by his promotion to managing director. 


Mr. Butler has appointed Frank D. Clarke to 
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the position of sales manager of Group Hospital 
Service, Inc. 
—_——.———— 


Mid-West Hospital Association 


The Mid-West Hospital Association will hold 
its fifteen annual convention in Kansas City, Mis- 
souri, April 24-25, 1941. 


i 


Association of Western Hospitals 


The Association of Western Hospitals will hold 
its fifteenth annual convention at the Fairmont 
Hotel, San Francisco, California, March 3-6, 1941. 
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American Hospital Association, I, Bert W. 

Caldwell, executive secretary of the Asso- 
ciation, issue this official call to the members of 
the House of Delegates to convene in Boston, 
Massachusetts, Monday, September 16, at 2 p. m. 
in the Georgian Room of the Hotel Statler for 
the transaction of the business of the Associa- 
tion, the election of the officers of the Association, 
to receive the various reports: of the Councils and 
the various Committees, consider resolutions pre- 
sented, and to consider any other matter pertain- 
ing to the Association brought to the attention 
of the House of Delegates by the President, the 
members of the Board of Trustees, or other mem- 
bers of the House of Delegates. 


LJ ane the authority of the By-laws of the 


Accomplished at the offices of the American 
Hospital Association, 18 East Division Street, 
Chicago, Illinois, this twenty-fourth day of July, 
1940. 

Signed, Bert W. Caldwell, 
Executive Secretary. 

Under the powers vested in the House of Dele- 
gates by the By-laws of the Association, it be- 
comes the legislative as well as the electoral body 
of the Association. Its members are selected by 
the institutional and personal members of the 
various states and provinces, and its membership 
is apportioned equally to the several states and 
provinces. It is the organization of the Associa- 
tion which determines policies and procedures 
which guide the Association in all of its activities. 


The Call for the Convening of the House 
of Delegates in Boston 





The Agenda of the House of Delegates at its 
Boston meeting is an. important one. Among the 
many things that are to be considered and acted 
upon are: 


1 The reports of the Councils of the Associa- 
tion 


2 The reports of the Committees of the Asso- 
ciation 


3 The report of the Treasurer of the Asso- 
ciation 


4 The policy of the Association in respect to 
Federal and state legislation of interest to 
hospitals 


5 The role of the hospitals in the national 
preparedness program 


6 The election of the officers of the Associa- 
tion: President - Elect; three Vice - Presi- 
dents; Treasurer; and three members of 
the Board of Trustees 


The headquarters of the House of Delegates in 
Boston will be the Hotel Statler and all meetings 
of the House will be held in the Georgian Room 
of that hotel. It is important that each delegate 
and alternate participate in the deliberations of 
the House of Delegates. The meetings of the 
House will be presided over by Dr. Fred G. Car- 
ter, President of the Association. 


The Official Roster of the House of Delegates 
follows: 


The Official Roster of the House of Delegates 


President—Fred G. Carter, M. D. 
President-Elect—Benjamin W. Black, M.D. 


Past-President—G. Harvey Agnew, M.D. 
Treasurer—Asa S. Bacon 


Trustees 


Term expires 1940: 
Christopher G. Parnall, M.D. 
Frank J. Walter 
Peter D. Ward, M.D. 


Term expires 1941: 
Ada Belle McCleery, R.N. 
Ellard L. Slack 
Donald C. Smelzer, M.D. 


Term expires 1942: 
Rt. Rev. Msgr. M. F. Griffin 
Henry M. Pollock, M.D. 
George D. Sheats 


Delegates-at-Large 


Term expires 1940: 
R. H. Bishop, Jr., M.D. 
Allan. Craig, M.D. 
Albert G. Hahn 
Robert Jolly 
Margaret A. Rogers, R.N. 
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Term expires 1941: 
A. C. Bachmeyer, M.D. 
C. J. Cummings 
Eleanor E. Hamilton, R.N. 
George F. Stephens, M.D. 
Mrs. Jewell W. Thraser, R.N. 


Term expires 1942: 
E. M. Bluestone, M.D. 
Lee C. Gammill 
James A. Hamilton 
Rev. Donald A. McGowan 
Fred M. Walker 
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Program of the Forty-Second Annual Convention 
of the American Hospital Association 





Hotel Statler, Boston, Massachusetts, September 16-20, 1940 


Convention, of the American Hospital Asso- 

ciation, the Twenty-Fourth Annual Conven- 
tion of the American Association of Occupational 
Therapy, and the Eighth Annual Convention of 
the American Association of Nurse Anesthetists, 
are published in the present issue of this Journal. 
The programs of the Twentieth Annual Conven- 
tion of the American Protestant Hospital Associa- 
tion and the Seventh Annual Convocation of the 
American College of Hospital Administrators will 
appear in the September issue. 


To programs of the Forty-Second Annual 


Headquarters 


The headquarters of the American Hospital 
Association and associations meeting concurrently 
in Boston are as follows: American Hospital As- 
sociation at the Hotel Statler; American Protes- 
tant Hospital Association at the Copley Plaza; 
American College of Hospital Administrators at 
the Hotel Statler; American Association of Occu- 
pational Therapy at The Somerset; the American 
Association of Nurse Anesthetists at the Hotel 
Touraine; and the Hospital Industries’ Associa- 
tion at the Copley Plaza. 


General Program 


You will have a selection of more than fifty ses- 
sions of the combined association programs, at 
which you will hear most authoritative studies on 
hospital management and its problems today. 


Sectional Programs 


You will have a choice of specialized programs 
presented on the following subjects by organized 
sections of the American Hospital Association: 
Nursing, Pharmacy, Social Service, Out-Patient, 
Tuberculosis, Group Hospitalization, Government 
Hospitals, Public Relations, Dietetics, Trustees, 
Women’s Auxiliaries, Administration, Construc- 


August, 1940 






tion, Mechanical, Small Hospitals, Children’s Hos- 
pitals, and Intern and Residency. 


House of Delegates 


The third meeting of the House of Delegates, 
which is open to all, will bring you up-to-date re- 
ports of more than fifty councils and committees 
of the American Hospital Association. 


Practical Demonstrations 


Boston is a world-renowned hospital and medi- 
cal center. You can avail yourself of the unusual 
opportunity of seeing a number of practical dem- 
onstrations especially organized by and in Boston’s 
famous hospitals for this occasion. 


Technical Exposition 


You will see the largest and most up-to-date 
technical exposition of its kind. There will be 160 
technical exhibits occupying 256 booths, dis- 
playing the most highly developed specialties in 
hospital supplies, equipment, and construction ma- 
terials. 


Educational Exhibits 


Fifty-six booths devoted to scientific, educa- 
tional and gadget exhibits of exceptional interest 
are awaiting your inspection. Here you will find 
architectural plans, decorating suggestions, ad- 
ministrative procedures, statistical material, and 
a vast array of valuable data which leaders of the 
Associations in the hospital field have prepared 
especially for this occasion. 


Varied Social Program 


You will have ample social opportunity to renew 
acquaintances and entertain guests. There will be 
breakfasts, luncheons, dinners, teas, as well as re- 
ceptions, dances, sight-seeing tours, and golf. Of 
special significance this year are plans to enter- 
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tain hospital trustees and women’s auxiliary 
workers who attend the Convention. 


Grand Old City 


The grand old city of Boston has its own unique 
and fascinating contribution to make. Persons 
already acquainted with the scenes and sights of 
this historic old community should plan to use this 
occasion to renew such acquaintances; persons 
who never before have had this opportunity 
should plan now to visit this picturesque and his- 
toric old city at the head of Massachusetts Bay. 


Fa Golf Tournament 


Of particular interest will be the annual Golf 
Tournament at the Woodland Country Club, 
Auburndale, Massachusetts, on Wednesday, Sep- 
tember 18. Directions to the Club may be had at 
the Information Desk in the Mechanics’ Hall. The 
silver trophy will again be awarded to the winner 
of the Golf Tournament. 


A large number of other events are being ar- 
ranged for members with special interests. The 
Daily Bulletin will carry complete announcements 
of all of these. 


Convention Headquarters and Meeting Halls 
The commercial and educational exhibits and all 


day-time sessions will be held in Mechanics’ Hall 
on Huntington Avenue. All meetings of the 
Association with the exception of the evening 
meetings, the women’s auxiliary round tables, and 
the Friday morning general round table will be 
held in permanent and specially constructed halls 
located on the main and second floors of the Con- 
vention Hall. The first will be known as the Rey- 
erend Jens Hall, in honor of the late Rev. F. P. 
Jens, D.D., formerly superintendent of the Evan- 
gelical Deaconess Hospital of St. Louis, Missouri; 
the second will be known as the Warren Hall, in 
honor of the late Dr. John Warren, physician and 
patriot, Colonel in the Continental Army, Surgeon 
General of the Continental forces and founder of 
the first hospital established by the Medical De- 
partment of the Army on June 17, 1775, imme- 
diately following the Battle of Breeds; the third 
will be known as the Talbot Hall, a permanent hall 
in the Mechanics’ Building; the fourth will be 
known as the Louie Hall, designated in memory 
of the late Mrs. Emma Lucas Louie, who served 
for fifty years as superintendent of the Jennie 
Edmundson Memorial Hospital, Council Bluffs, 
Iowa, the longest period of service known in any 
hospital; and the fifth is the Paul Revere Hall, 
another permanent hall in the Mechanics’ Hall. 





The Imperial Ballroom of the Hotel Statler where all evening sessions will be held 
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Program 


PHARMACY SECTION 

REVEREND JENS HALL 

Monday, September 16 
2:00-4:00 P. M. 


Worth L. Howard, Akron, Ohio; Administrator, 
The City Hospital of Akron, Chairman 


Eldon Roberts, Jr., Richmond, Virginia; Pharma- 
cist, Medical College of Virginia, Secretary 


1 THE UNIVERSITIES ACCEPT THEIR RESPONSIBIL- 
ITY FOR TRAINING HOSPITAL PHARMACISTS 
Dean W. F. Rudd, Richmond, Virginia; Medical Col- 
lege of Virginia 
Discussion 


2 COST VS SERVICE 
I. T. Reamer, Durham, North Carolina; Chief Phar- 
macist, Duke University 


Discussion 


3 RELATIONSHIP OF THE PHARMACIST TO OTHER 
PROFESSIONAL GROUPS 
R. K. Lager, Cleveland, Ohio; Chief Pharmacist, Uni- 
versity Hospitals of Cleveland 
Discussion 


4 WHAT THE MEDICAL SUPERINTENDENT EXPECTS 
oF HIS PHARMACIST 
D. M. Morrill, M.D., Detroit, Michigan; Medical Su- 
perintendent, City of Detroit Receiving Hospital 


Discussion 


5 THE FORMULARY SYSTEM 
Don Clark, New York City; Apothecary-in-chief, The 
New York Hospital 


Discussion 


HOSPITAL SERVICE PLAN SESSION 
WARREN HALL 
Monday, September 16 
2:00-4:00 P. mM. 


Frank Van Dyk, New York City; Executive Di- 
rector, Associated Hospital Service of New 
York, presiding 


1 RECENT DEVELOPMENTS IN HOSPITAL SERVICE 
PLANS 
C. Rufus Rorem, Ph.D., Chicago, Illinois; Director, 
Commission on Hospital Service, American Hos- 
pital Association 


2 Next STEPS IN HOSPITAL SERVICE PLANS 
S. S. Goldwater, M.D., New York City; Commissioner 
of Hospitals 


3 HOSPITAL PLANS AND INDUSTRIAL HEALTH 
Roy W. Kelly, Boston, Massachuetts; Personnel 
Director, Lever Brothers 
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DIETETIC SECTION 
TALBOT HALL 
Monday, September 16 
2:00-4:00 Pp. M. 


Joe R. Clemmons, M.D., New York City; Director, 
Roosevelt Hospital, Chairman 


Lenna F. Cooper, New York City; Montefiore 
Hospital, Secretary 


1 A NUTRITIONAL STUDY OF HOSPITAL DIETS 
T. T. Mackie, M.D., F.A.C.P., and Dorothy DeHart, 
B.S., M.A., Chief Dietitian, New York City; Roose- 
velt Hospital 


2 ARE SPECIAL DIETS OVERDONE? 
Mary Ruth Curfman, B.S., M.A., New York City; 
Supervising Dietitian, St. Luke’s Hospital 


3 Panel Discussion 
Alta M. Atkinson, New York City; Administrative 
Dietitian, New York Hospital, Chairman 


Topics for Discussion 
a—Tools for Management 
b—Training for Supervision 
c—Training the Personnel 
d—Rating the Employee 


Panel Members 

Bertha E. Beecher, Cincinnati, Ohio; Assistant to the 
Superintendent, Christ Hospital 

Douglas V. Brown, Boston, Massachuetts; Industrial 
Relations Section, Massachusetts Institute of Tech- 
nology; formerly Associate Professor of Medical Eco- 
nomics, Harvard Medical School 


Mrs. Chester C. Dodge, Boston, Massachusetts; Direc- 
tor, Vocational Training Department, Women’s Edu- 
cational and Industrial Union 


J. E. Doyle, West Lynn, Massachusetts; Supervisor of 
Personnel, General Electric Co. 


Miss Maniza Moore, Boston, Massachusetts; Chief Die- 
titian, Beth Israel Hospital 


SOCIAL SERVICE SECTION 
LOUIE HALL 
Monday, September 16 
2:00-4:00 P. M. 


Frank J. Walter, Denver, Colorado; Superintend- 
ent, St. Luke’s Hospital, Chairman 


Harriett M. Bartlett, Boston, Massachusetts; So- 
cial Service Department, Massachusetts Gen- 
eral Hospital, Secretary 


1 IS THE SOCIAL SERVICE DEPARTMENT THE LOGI- 
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CAL BRIDGE BETWEEN THE VOLUNTARY Hos- 
PITAL AND THE GOVERNMENT? 


General Presentation of the Subject 


a—The Viewpoint of the Hospital 
Charles F. Wilinsky, M.D., Boston, Massa- 
chusetts; Executive Director, Beth Israel 
Hospital 
Ethel Cohen, Boston, Massachusetts; Direc- 
tor, Social Service Department, Beth 
Israel Hospital 


b—Discussion by a Hospital Administrator 
from Another Community 
Donald C. Smelzer, M.D., Philadelphia, 
Pennsylvania, Superintendent, Graduate 
Hospital 


A Broad Approach to the Problem 
Martha M. Eliot, M.D., Washington, D. C.; Assist- 
ant Chief, United States Children’s Bureau 


2 WHAT Is SOCIAL SERVICE? WHERE DOEs IT BE- 
GIN, AND WHERE DOES IT END? 


Ida M. Cannon, Boston, Massachusetts; Chief of So- 
cial Service, Massachusetts General Hospital 


Elizabeth P. Rice, New Haven, Connecticut; Direc- 
tor, Medical Social Service, New Haven Hospital 


Discussion by Several Hospital Administra- 
tors 
Edwin L. Harmon, M.D., Valhalla, New York; Di- 
rector, Grasslands Hospital 
A. C. Bachmeyer, M.D., Chicago, Illinois; Direc- 
tor, University of Chicago Clinics 
F. Stanley Howe, Orange, New Jersey; Director, 
Orange Memorial Hospital 


PRESIDENT’S SESSION 
BALLROOM, HOTEL STATLER 
Monday, September 16 
8:00-9:30 Pp. M. 


Fred G. Carter, M.D., Cleveland, Ohio; Superin- 
tendent, St. Luke’s Hospital; President, Ameri- 
can Hospital Association, In the Chair 


1 ORGAN PRELUDE 
2 INVOCATION 
3 ADDRESSES OF WELCOME 


City of Boston 


Honorable Maurice J. Tobin, Mayor of Boston 


New England Hospital Assembly 
Charles F. Wilinsky, M.D., Boston, Massachu- 
setts; President, New England Hospital As- 
sembly 


Massachusetts Hospital Association 


Oliver G. Pratt, Salem, Massachusetts; President, 
Massachusetts Hospital Association 
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4 MUSICAL SELECTION 


5 ADDRESS OF THE PRESIDENT 
Fred G. Carter, M.D., Cleveland, Ohio; Superin- 
tendent, St. Luke’s Hospital; President, American 
Hospital Association 


6 INTRODUCTION OF PRESIDENT-ELECT BENJA- 
MIN W. BLACK, M.D. 


7 PRESENTATION OF AMERICAN HOSPITAL Asso- 
CIATION ANNUAL AWARD OF MERIT 


8 MUSICAL SELECTION 


9 PRESENTATION OF NATIONAL HOSPITAL Day 


AWARDS 
By Albert G. Hahn, Evansville, Indiana; Adminis- 
trator, Protestant Deaconess Hospital; Chairman, 
National Hospital Day Committee 


10 ADJOURNMENT 


11 RECEPTION 
Wives and friends welcome at the reception 
following the President’s Session 


HOSPITAL SERVICE PLAN ROUND TABLE 
WARREN HALL 
Tuesday, September 17 


9:00-11:00 a. m. 


Abraham Oseroff, Pittsburgh, Pennsylvania; Di- 
rector, Montefiore Hospital, Chairman and Co- 
ordinator 


1 INTER-DEPENDENCE OF HOSPITALS AND Hos- 
PITAL SERVICE PLANS 
N. W. Faxon, M.D., Boston, Massachusetts; Direc- 
tor, Massachusetts General Hospital 


2 Panel Discussants 

A. J. Hockett, M.D., New Orleans, Louisiana; Super- 
intendent, Touro Infirmary 

Lewis E. Jarrett, M.D., Richmond, Virginia; Direc- 
tor, Hospital Division, Medical College of Virginia 

E. W. Jones, Albany, New York; Superintendent, 
Albany Hospital 

John R. Mannix, Detroit, Michigan; Director, Michi- 
gan Society for Group Hospitalization 

John A. McNamara, Cleveland, Ohio; Director, Cleve- 
land Hospital Service Association 

Ada Belle McCleery, R.N., Evanston, Illinois; Super- 
intendent, Evanston Hospital 

Frank Van Dyk, New York City; Executive Director, 
Associated Hospital Service of New York 

E. A. van Steenwyk, Philadelphia, Pennsylvania; 
Executive Director, Associated Hospital Service 


Peter Ward, M.D., St. Paul, Minnesota; Superinten- 
dent, Charles T. Miller Hospital 
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TUBERCULOSIS SECTION I 
TALBOT HALL 
Tuesday, September 17 


9:00-11:00 a. m. 


E. 8S. Mariette, M.D., Oak Terrace, Minnesota; 
Superintendent, Glen Lake Sanatorium, Chair- 
man 


H. McLeod Riggins, M.D., New York City; Visit- 
ing Physician, Tuberculosis Service, Bellevue 
Hospital, Secretary 





1 THE DETECTION OF UNIDENTIFIED TUBERCU- 
LOSIS IN THE GENERAL HOSPITAL 
a—Robert E. Plunkett, M.D., Albany, New York; 


General Superintendent, Tuberculosis Hospitals, 
Department of Health, and 


Edward X. Mikol, M.D., Albany, New York; De- 
partment of Health 


b—Edward T. Thompson, M.D., Milwaukee, Wiscon- 
sin; Superintendent, Mt. Sinai Hospital 
Discussion to be opened by Donald S. King, 
M.D., Boston, Massachusetts; Massachusetts 
General Hospital 


2 THE TUBERCULOSIS PROBLEM IN MENTAL HOs- 
PITALS 
a—H. E. Hilleboe, M.D., St. Paul, Minnesota; Chief 
Medical Unit, Division of Social Welfare 
b—Maxim Pollak, M.D., Peoria, Illinois; Medical Di- 
rector, Peoria Municipal Tuberculosis Sanita- 
rium 
3 FUTURE TRENDS IN THE CARE OF THE TUBER- 
CULOUS 


Paul H. Fesler, Nopeming, Minnesota; Nopeming 
Sanatorium 


4 General Discussion 





OUT-PATIENT SECTION 
LOUIE HALL 
Tuesday, September 17 


9:00-11:00 a. mM. 


| Ray Amberg, Minneapolis, Minnesota; Superin- 
| tendent, Minnesota General Hospital; Chairman 


W. T. S. Thorndike, M.D., Boston, Massachu- 
setts; Assistant Director, Massachusetts Gen- 
eral Hospital; Secretary 


1 PROFESSIONAL ORGANIZATION OF CLINICS TO 
OBTAIN COORDINATED SERVICE IN DIAGNOSIS 
AND TREATMENT OF PATIENTS AND PERSONAL 
RELATIONSHIP WITH PHYSICIANS 


Allan Butler, M.D., Boston, Massachusetts; Harvard 
University 


: Discussant 


W. A. O’Brien, M.D., Minneapolis, Minnesota; Direc- 
tor, Post-Graduate Medical Education, University 
of Minnesota 
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2 MEDICAL SERVICES IN THE HOME. DISTRICT 
PHYSICIANS’ SERVICE FROM AN OUT-PATIENT 
DEPARTMENT: SHOULD OUT-PATIENT DEPART- 
MENT EXTEND ITS SERVICES TO THE HOME? 


Thomas Broadie, M.D., St. Paul, Minnesota; Super- 
intendent, Ancker Hospital 


Discussant 
Frank E. Wing, Boston, Massachusetts; Director, 
The Boston Dispensary (or) Henry Benjamin, 
M.D., Boston, Massachusetts; Boston Dispensary 


3 THE OUT-PATIENT PROBLEM IN THE SMALL 
TOWN 
a—Small Town in Canada 


Ruth Cook Wilson, Moncton, New Brunswick; 
Assistant Administrator, Moncton Hospital 


b—Small Town in the United States 
W. A. Copeland, Warsaw, New York; Super- 
intendent, Wyoming County Community 
Hospital 
Discussant ~Y 
Graham L. Davis, Battle Creek, Michigan; Con- 
sultant, W. K. Kellogg Foundation 


4 ECONOMIES IN OUT-PATIENT ORGANIZATION 
AND ADMINISTRATION 
John E. Ransom, Baltimore, Maryland; Assistant 
Director, Johns Hopkins Hospital 


Discussant 
Albert Scheidt, Chicago, Illinois; Associate Director, 
Michael Reese Hospital 


BUSINESS MANAGEMENT SECTION 
WARREN HALL 
Tuesday, September 17 
2:00-4:00 p. mM. 


George A. Maclver, Worcester, Massachusetts; 
Superintendent, Worcester City Hospital, 
Chairman 


Carl A. Lindblad, Providence, Rhode Island; Di- 
rector, Homeopathic Hospital, Secretary 


1 DEMONSTRATION OF PURCHASING ROUTINE 


L. M. Arrowsmith, Brooklyn, New York; Superin- 
tendent, St. John’s Hospital 


2 SUPPLY SERVICES AND EFFICIENCY CONTROL 


3 COLLECTION METHODS -AND SOCIAL SERVICE 
RATINGS 


4 THE DOCTOR AND NURSE AS AN AID IN ECo- 
NOMICAL USE OF HOSPITAL EQUIPMENT AND 
SUPPLIES 


5 ADMINISTRATIVE ORGANIZATION FOR A LARGE 
HOSPITAL 


6 PENSION AND LIFE INSURANCE FOR HOSPITAL 
EMPLOYEES 
Edgar C. Hayhow, Paterson, New Jersey; Superin- 
tendent, Paterson General Hospital 
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{USIVE RATES—Panel Discussion 


H. Chadburn, Hillsdale, Michigan; Hillsdale 
County Health Department 


James A. Hamilton, New Haven, Connecticut; Super- 
intendent, New Haven Hospital 


Ada Belle McCleery, Evanston, Illinois; Superinten- 
dent, Evanston Hospital 


Someone from Lakeside Hospital and the Duke En- 
downment 


TUBERCULOSIS SECTION II 
TALBOT HALL 
Tuesday, September 17 
2:00-4:00 P. mM. 
E. S. Mariette, M.D., Oak Terrace, Minnesota; 


Superintendent, Glen Lake Sanatorium; Chair- 
man 


H. McLeod Riggins, M.D., New York City; Visit- 
ing Physician, Tuberculosis Service, Bellevue 
Hospital; Secretary 


SYMPOSIUM: THE ROLE OF THE GENERAL HOs- 
PITAL IN THE CONTROL OF TUBERCULOSIS 


1 WHEN THERE ARE INSUFFICIENT SANATORIUM 
BEDS IN THE COMMUNITY 


John Hayes, New York City; Superintendent, Lenox 
Hill Hospital 


2 WHEN THERE ARE SANATORIUM VACANCIES IN 
THE COMMUNITY 
a—Theodore L. Badger, M.D., Boston, Massachu- 
setts; Boston City Hospital 
b—Monroe J. Tanner, M.D., Ridgewood, New Jersey; 
Assistant Physician, Bergen Pines Sanatorium 


38 FROM THE STANDPOINT OF THE NURSE 


Alice L. Spellman, Albany, New York; Supervisor of 
Nursing, Communicable Disease Division, Albany 
Hospital, and 

Katharine G. Amberson, Albany, New York; Direc- 
tor of Nursing Services, Albany Hospital; and 
Director, Clinical Nursing Education, Russell Sage 
College School of Nursing 


4 FROM THE STANDPOINT OF THE THORACIC SUR- 
GEON 
Richard H. Overholt, M.D., Boston, Massachusetts 


5 To Open Discussion 
David Cooper, M.D., Philadelphia, Pennsylvania 


6 General Discussion 


CHILDREN’S HOSPITAL SECTION 
LOUIE HALL 
Tuesday, September 17 


2:00-4:00 Pp. mM. 
D. L. Richardson, M.D., Providence, Rhode Island; 
Children’s Division, Rhode Island General Hos- 
pital, Chairman 
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Joelle C. Hiebert, M.D., Lewiston, Maine; Super- 
intendent, Central Maine General Hospital, Sec- 
retary 


1 HOSPITALIZATION OF CONTAGIOUS DISEASES, OR 
CENTRAL HOSPITAL UNITS SERVING LARGER 
AREAS 

Conrad Wesselhoeft, M.D., Boston, Massachusetts; 
Director, Haynes Memorial Hospital of the Massa- 
chusetts Memorial Hospitals 

Discussant 

Col. Edward G. Huber, M.D., Boston, Massachusetts; 
Director of Orthopedic Unit, Services for Crippled 
Children, Department of Public Health 


2 TRENDS IN PEDIATRICS 
James L. Wilson, M.D., Detroit, Michigan; Associ- 
ate Professor of Pediatrics, Wayne University 


38 THE KIWANIS CLUB AND UNDERPRIVILEGED 
CHILDREN IN HOSPITALS 


William J. Carrington, M.D., Atlantic City, New 
Jersey; Past President, Kiwanis International 


4 STANDARDS FOR THE CARE OF NEWBORN AND. 


PREMATURE INFANTS IN HOSPITALS 
Marian M. Crane, M.D., Washington, D. C.; Acting 
Director, Division of Research in Child Develop- 
ment 


5 Round Table Discussion on the Topic: Hospitals 
Working Together for Children 

D. L. Richardson, Col. Edward G. Huber, 
M.D., Presiding M.D. 

Joelle C. Hiebert, M.D. James L. Wilson, M.D. 

Conrad Wesselhoeft, William J. Carrington, 
M.D. M.D. 

Marian M. Crane, Samuel Proger, M.D. 
M.D. 


TRUSTEES’ SECTION 
BALLROOM, HOTEL STATLER 
Tuesday, September 17 
7:30-9:00 P. M. 
Raymond P. Sloan, New York City; Trustee, Long 


Island College of Medicine; Editor, The Modern 
Hospital; Chairman 


C. R. Burnett, Newark, New Jersey; Trustee, 
Presbyterian Hospital; Secretary 


1 A TRUSTEE LOOKS AT HOSPITAL FINANCES 
Tracy S. Voorhees, Brooklyn, New York; President, 
Long Island College Hospital 


2 WHAT THE TRUSTEE EXPECTS OF HIS ADMINIS- 
TRATOR 
Samuel Stewart, Lewiston, Maine; President, Cen- 
tral Maine General Hospital 


8 WHAT THE ADMINISTRATOR EXPECTS OF HER 
TRUSTEES 


Frances C. Ladd, R.N., Jamaica Plains, Massachu- 
setts; Superintendent, Faulkner Hospital 
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4 STAFFING THE COMMUNITY HOSPITAL 
John Richardson; Newton, Massachusetts; President, 
Newton Hospital 





5 How To ACHIEVE THE IDEAL HOSPITAL BOARD 
Oliver G. Pratt, Salem, Massachusetts; Superinten- 
dent, Salem Hospital 


6 General Discussion 


CONSTRUCTION AND MECHANICAL 
SECTION 
REVEREND JENS HALL 
Wednesday, September 18 
9:00-11:00 a. M. 


A. J. Hockett, M.D.,. New Orleans, Louisiana; 
Superintendent, Touro Infirmary, Chairman 


Lewis E. Jarrett, M.D., Richmond, Virginia; Di- 
rector, Hospital Division Medical College of 
Virginia, Secretary 


1 MODERN TRENDS IN HOSPITAL CONSTRUCTION 
Edward F. Stevens, Boston, Massachusetts; Archi- 
tect 
Discussant 
Claude W. Munger, M.D., New York City; Superin- 
tendent, St. Luke’s Hospital 


2 MODERNIZATION OF THE POWER PLANT IN THE 
HOSPITAL 
Arthur H. Perkins, M.D., Norfolk, Virginia; Medi- 
cal Director, Norfolk General Hospital 
Discussant 


Arden E. Hardgrove, Louisville, Kentucky; Super- 
intendent, Norton Memorial Infirmary 


3 DECENTRALIZED ICE MAKING 
Albert Snoke, M.D., Rochester, New York; Assistant 
Superintendent, Strong Memorial Hospital 





Discussant 
Ray Amberg, Minneapolis, Minnesota; Superinten- 
dent, Minnesota General Hospital 


4 PLUMBING AND POLLUTION DANGERS IN THE 
HOSPITAL 


Dean Francis Dawson, Iowa City, Iowa; College of 
Engineering, University of Iowa , 


Discussant 


L. M. Arrowsmith, Brooklyn, New York; Superin- 
tendent, St. John’s Hospital 


PUBLIC RELATIONS ROUND TABLE 
WARREN HALL 
Wednesday, September 18 
9:00-11:00 a. mM. 


Michael M. Davis, Ph.D., New York City; Chair- 
man, Committee on Research in Medical Eco- 
nomics; Chairman, Council on Public Educa- 
tion; presiding 
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1 How HospPItTaLs CAN BUILD PUBLIC GooD WILL 
Edward L. Bernays, New York City; Public Rela- 
tions Counselor 


2 AN OUTSIDER LOOKS AT HOSPITALS 
Homer W. Borst, New Haven, Connecticut; Secre- 
tary, The Community Chest 


Discussion 

a—How shall we get public good will for vol- 
untary hospitals? 

b—How shall we avoid unfavorable pub- 
licity ? 

c—What attitude should voluntary hospitals 
have towards (1) the use of tax funds for 
the care of needy persons; (2) city, 
county, or state hospitals in the same com- 
munity; (3) government control of vol- 
untary hospitals? 

d—What are the right notes to strike in or- 
der to interest well-to-do persons in giv- 
ing to hospital buildings or endowment? 


A small panel of well-known hospital adminis- 
trators will cooperate with the chairman and 
speakers in answering these and other questions. 


ADMINISTRATION SECTION I 
PAUL REVERE HALL 
Wednesday, September 18 
9:00-11:00 a. M. 


Albert W. Buck, Ph.D., Torrington, Connecticut; 
Director, Charlotte Hungerford Hospital, Chair- 
man 


O. K. Fike, Washington, D. C.; Director, Doctors 
Hospital, Secretary 


1 THE PERSONNEL PROBLEM 


a—The Hospital a Business Concern—Are 
Its Personnel Problems Similar to Indus- 
try? 

James B. Slimmon, Hartford, Connecticut; 
Vice-President, Aetna Life Insurance Com- 
pany 

b—tTraining of Personnel 

Glenwood J. Sherrard, Boston, Massachusetts; 
President and Managing Director, Parker 
House 

c—Supervision of Personnel 
Bertha E. Beecher, Cincinnati, Ohio; Assis- 
tant Superintendent, Christ Hospital 
Discussant 
Edgar C. Hayhow, Paterson, New Jersey; Superin- 
tendent, Paterson General Hospital 


2 FLAT RATES 
The Theory and Application of Inclusive or 
Flat Rate Plan 


F. V. Altvater, Durham, North Carolina; Su- 
perintendent, Duke Hospital 
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Discussants 
James V. Class, Cleveland, Ohio; Comptroller, Uni- 
versity Hospital 
Joseph R. Clemmons, M.D., New York City; Direc- 
tor, Roosevelt Hospital 


3 ADMINISTRATORS CONFERENCE 

Warren F. Cook, M.D., Boston, Massachusetts; Ad- 

ministrator, New England Deaconess Hospital 
Participants 

Assistant in Administration—William .B. Nash 

Assistant Superintendent—Sadie A. Hagen 

Dietary Department—Rosina Vance 

Engineering Department—Donald Sabine 

Housekeeping Department—Mrs. C. M. Keatley 

Laundry Department—Leon T. Cooke 

Nursing Department—Marjorie B. Davis 

Laboratory—Shields Warren, M.D. 

Pharmacy—Howard Pringle 

Purchasing Department—C. D. Tutein 

Social Service Department—Mrs. Gertrude Jameson 

X-ray Department—Joseph H. Marks, M.D. 


ADMINISTRATION SECTION II 
REVEREND JENS HALL 
Wednesday, September 18 
2:00-4:00 P. mM. 


Oliver G. Pratt, Salem, Massachusetts; Superin- 
tendent, Salem Hospital, Chairman 


N. A. Wilhelm, M.D., Boston, Massachusetts; 
Superintendent, Peter Bent Brigham Hospital, 
Seeretary 


1 RURAL HOSPITAL PROGRAM 
a—Graham L. Davis, Battle Creek, Michigan; Con- 
sultant, W. K. Kellogg Foundation 
b—Claude W. Munger, M.D., New York City; Super- 
intendent, St. Luke’s Hospital; Chairman, 
Council on Government Relations, American 
Hospital Association 


2 HOSPITAL PUBLIC RELATIONS 


a—State Program 

Miriam Curtis, Northampton, Massachusetts; 
Superintendent, Cooley-Dickinson Hospital 

Harold T. Prentzel, Philadelphia, Pennsyl- 
vania; Business Manager, Friends Hospital 

b—Canadian Program ; 

G. Harvey Agnew, M.D., Toronto, Ontario; 
Secretary, Department of Hospital Service, 
Canadian Medical Association 

c—Hospital Service Plan 

R. F. Cahalane, Boston, Massachusetts; Direc- 
tor, Associated Hospital Service of Massa- 
chusetts 

d—The Need of, and a Plan for, Presenting 
the Case of the Voluntary Hospitals to the 
People of This Country 

Chester H. Lang, Schenectady, New York; 
President, Ellis Hospital; Manager, Appa- 
ratus Sales of General Electric Company 
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NURSING SECTION 


WARREN HALL 
Wednesday, September 18 
2:00-4:00 P. mM. 


Nathaniel W. Faxon, M.D., Boston, Massachu- 
setts; Director, Massachusetts General Hos- 
pital; Chairman 


Bertha W. Allen, Newton Lower Falls, Massachu- 
setts; Superintendent, Newton Hospital; Secie- 
tary 


1 ACCREDITING NURSING SCHOOLS 
Clara Quereau, New York City; Secretary, Commit- 
tee on Accrediting, National League of Nursing 
Education 


Discussion 


2 PLANNING SOUND EDUCATIONAL PROGRAMS 
LEADS TO GOOD NURSING SERVICE 
Grace Warman, New York City; Principal, School 
of Nursing, Mt. Sinai Hospital 


Discussion 


3 PUBLIC SUPPORT OF NURSING EDUCATION: 


FINANCIAL AND MORAL 
Hans Zinsser, M.D., Boston, Massachusetts; Profes- 
sor of Bacteriology and Immunology, Harvard 
Medical School 


GOVERNMENTAL HOSPITAL SECTION 
TALBOT HALL 
Wednesday, September 18 
2:00-4:00 P. M. 


George P. Bugbee, Cleveland, Ohio; Superintend- 
ent, City Hospital; Chairman 


Henry Hooper, Cincinnati, Ohio; Cincinnati Gen- 
eral Hospital; Secretary 


1 AID TO GOVERNMENT HOSPITALS UNDER PUBLIC 
RELIEF PROGRAMS 
P. J. McMillin, Baltimore, Maryland; Superinten- 
dent, Baltimore City Hospitals 
Discussants 
E. M. Dunstan, M.D., Dallas, Texas; Superintendent, 
Dallas City-County Hospital System 


T. K. Gruber, M.D., Eloise, Michigan; Superinten- 
dent, Eloise Hospital and Infirmary 


2 WHAT Is HOSPITAL INDIGENCY ? 
Charles F. Wilinsky, M.D., Boston, Massachusetts; 
Executive Director, Beth Israel Hospital 
Discussant 


Edwin L. Harmon, M.D., Valhalla, New “York; 
Director, Grasslands Hospital 


3 SPECIFICATIONS AND GOVERNMENT PURCHASING 
H. N. Hooper, Cincinnati, Ohio; Superintendent, Cin- 
cinnati General Hospital 
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Discussant 


William L, Coffey, Wauwatosa, Wisconsin; Director 
Milwaukee County Institutions and Departments 





4 PUBLIC HOSPITAL ORGANIZATION AND CONTROL 
James A. Hamilton, New Haven, Ponnecticut; Direc- 
tor, New Haven Hospital 


Discussant 


Herman C. Loeffler, Boston, Massachusetts; Secre- 
tary, Boston Municipal Research Bureau 


WOMEN’S AUXILIARY SESSION 
BALLROOM, HOTEL STATLER 
Wednesday, September 18 

8:00 P. M. 
Betty Dumaine, Boston, Massachusetts, Chairman 


GENERAL TOPIC—VOLUNTEER SERVICE FOR WOMEN 


1 GROWTH OF VOLUNTEER SERVICE AND ITS PLACE 
IN HOSPITALS TODAY 
Mrs. Frank A. Vanderlip, President of the New York 
Infirmary for Women and Children 


2 NEED FOR TRAINED VOLUNTEERS AND WHERE 
RESPONSIBILITY SHOULD BE 


Beatrice F. Meyer, Secretary of Volunteers, New 
York Hospital 
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The Georgian Room of the Hotel Statler where the House of Delegates will convene 





3 OPPORTUNITIES FOR WOMEN IN HOSPITAL SER- 
VICE—(Illustrated by charts of activities in 
Boston) ; 
Mrs. N. H. Whitman, President of Women’s Auxili- 
ary, Beth Israel Hospital, Boston, Massachusetts 


SMALL HOSPITAL SECTION 
WARREN HALL 
Thursday, September 19 
9:00-11:00 a. M. 


Mrs. Jewell W. Thrasher, Dothan, Alabama; 
Superintendent, Frasier-Ellis Hospital; Chair- 
man 


Marjorie Buck, Simcoe, Ontario; Superintendent, 
Norfolk General Hospital; Secretary 
1 CREDITS AND COLLECTIONS IN A SMALL HOSPITAL 


Robert S. Hudgens, Atlanta, Georgia; Superinten- 
dent, Emory University Hospital 


2 NURSING SERVICE IN A SMALL HOSPITAL 
3 PROCEDURE BOOKS AND STANDING ORDERS 


4 PROGRAM FOR THE DEVELOPMENT OF FLOOR 
NURSING AND SUPERVISION 

Lulu K. Wolf, Nashville, Tennessee; Associate Pro- 

fessor, Nursing Education, Vanderbilt University 


5 ROUND TABLE 


INTERN AND RESIDENCY SECTION 
TALBOT HALL 
Thursday, September 19 
9:00-11:00 a. M. 


Joseph G. Norby, Milwaukee, Wisconsin; Super- 
intendent, Columbia Hospital, Chairman 


Donald C. Smelzer, M.D., Philadelphia, Pennsyl- 
vania; Director, Graduate Hospital of the Uni- 
versity of Pennsylvania, Secretary 


1 GENERAL PRINCIPLES OF AN EDUCATIONAL PRO- 
GRAM FOR INTERNS AND RESIDENTS 
Willard C. Rappleye, M.D., New York City; Dean, 
Columbia University College of Physicians and 
Surgeons 
2 THE CONTENT AND MANAGEMENT OF A PRO- 
GRAM OF EDUCATION OF INTERNS AND RESIDENTS 


IN A SMALL HOSPITAL 
Stanley J. Seeger, M.D., Milwaukee, Wisconsin; Co- 
lumbia Hospital 


3 GRADUATE TRAINING IN SURGERY 
Edward D. Churchill, M.D., Boston, Massachusetts; 
Massachusetts General Hospital 
4 THE RESIDENCY PROGRAM IN CONJUNCTION 
WITH THE GRADUATE SCHOOL OF MEDICINE 
Donald Guthrie, M.D., Sayre, Pennsylvania 


WOMEN’S AUXILIARY ROUND TABLES 
HOTEL STATLER 
Thursday, September 19 


2:00-4:30 P. M. 
Round Table I 


Mrs. Andre V. Cherbonnier, New York, presiding 
VOLUNTEER TRAINING AND PLACEMENT 


1 Junior League Training 
Mrs. Thomas Armitage, Vice-President of the New 
York Junior League 
2 Red Cross Training 
Harriet A. Robeson, Chairman of Red Cross Volun- 
teers, Boston Chapter 
3 Philadelphia’s Emergency Aid Training 
Eleanor Morris, Vice-Chairman of Philadelphia’s 
Emergency Aid 
4 Volunteer Service Bureau 
Mrs. James Donovan, Director of Volunteer Service, 
Boston Council of Social Agencies 


5 General Discussion 


Round Table II 
Mrs. Nehemiah H. Whitman, Boston, Massachu- 
setts; President of Women’s Auxiliary, Beth 
Israel Hospital, presiding 
COMMITTEES 
1 Training School Advisory Committee 


Dean Jane Louise Mesick, Simmons College, Boston, 
Massachusetts 


2 Social Service Advisory Committee 
Mrs. Harold Stanley, New York 
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3 Ladies’ Auxiliaries and Ladies’ Visiting Com- 


mittees 
Mrs. W. J. Baker, Rochester General Hospital 
Mrs. David B. Arnold, Advisory Committee of Social 
Service, Massachusetts General Hospital 


4 Hospital Aid Committee 
Mrs. O. W. Rhynas, President of Hospital Aid, 
Burlington, Ontario 


5 General Discussion 


GENERAL SESSION 


Session on Preparedness 
WARREN HALL 
Thursday, September 19 
2:00-4:00 p. M. 

Fred G. Carter, M.D., Cleveland, Ohio; Superin- 
tendent, St. Luke’s Hospital; President, Ameri- 
can Hospital Association; presiding 

1 PREPAREDNESS FROM THE POINT OF VIEW OF 


THE NAVY 
By the Surgeon General of the United States Navy 


2 PREPAREDNESS FROM THE POINT OF VIEW OF 


THE ARMY 
By the Surgeon General of the United States Army 


3 PREPAREDNESS FROM THE POINT OF VIEW OF 


PUBLIC HEALTH 
By the Surgeon General of the Public Health Service 


BANQUET AND BALL 
BALLROOM, HOTEL STATLER 
Thursday, September 19 
7:30 P. M. 
Fred G. Carter, M.D., Cleveland, Ohio; President; 
Toastmaster 
1 INVOCATION 
SINGING: “AMERICA” FOR MEMBERS IN UNITED 


STATES OF AMERICA; “GOD SAVE THE KING” FOR 
THE MEMBERS OF CANADA 


THE TROOPING OF THE COLORS 
INTRODUCTION OF DISTINGUISHED GUESTS 
VOCAL SELECTION 

ADDRESS 


INDUCTION OF BENJAMIN W. BLACK, M.D., AS 
PRESIDENT OF THE AMERICAN HOSPITAL ASSO- 
CIATION 


ADJOURNMENT 
9 THE ANNUAL BALL 
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GENERAL ROUND TABLE 
GEORGIAN ROOM, HOTEL STATLER 
Friday, September 20 


9:30-11:30 a. M. 


Malcolm T. MacEachern, M.D., C.M., Chicago, 
Illinois; Associate Director, American College 
of Surgeons; Coordinator 
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American Association of Nurse Anesthetists 


Eighth Annual Meeting 


Boston, Massachusetts, September 15 to 19, 1940 


Headquarters: Hotel Touraine 


Held in conjunction with the American Hospital Association 
All general sessions will be held in the Convention Hall 


Registration: Convention Hall—Monday, Septem- 
ber 16 to Thursday, September 19, inclusive— 
9:00 A. M. to 12:00 M.—2:00 to 4:00 P. M. 


Everyone must register—Registration fee $1.00 


Members and guests are also asked to register 
with the American Hospital Association 


Please wear your Badge—It is the entrance re- 
quirement for all convention sessions 


Tickets for banquet, luncheon and breakfast 
should be secured at the Registration Desk as 
early as possible 


Members are urged to visit the Commercial and 
Scientific Exhibits. Open daily from 9:00 A. M. 
to 5:00 P. M. 


Tentative Program 
Sunday, September 15 


HOTEL TOURAINE 
MEETING OF THE BOARD OF TRUSTEES 


Monday Morning, September 16 
9:00 a. M.-12:00 m. 
REGISTRATION—CONVENTION HALL 


Monday Afternoon, September 16 
2:00-4:30 P. M. 


GENERAL SESSION 
PAUL REVERE HALL 


Miriam G. Shupp, President, Presiding 
INVOCATION 


Reverend Carl Heath Koph, Boston; Mt. Vernon Con- 
gregational Church 


August, 1940 


ADDRESS OF WELCOME 
The Honorable Maurice J. Tobin, Mayor of Boston 
GREETINGS 
President of the American Hospital Association; Fred 
G. Carter, M.D., Cleveland; Superintendent, St. 
Luke’s Hospital 
BUILDING ESPRIT DE CORPS 
James A. Hamilton, New Haven; Superintendent, New 
Haven Hospital; President, American College of Hos- 
pital Administrators 
ANESTHESIA IN THE ARMY HOSPITALS 


Beatrice M. Quin, Washington, D. C., Army Medical 
Center, Walter Reed General Hospital 


Tuesday Morning, September 17 
9:30 a. M.-12:00 mM. 
PAUL REVERE HALL 


BUSINESS SESSION 
Miriam G. Shupp, President, Presiding 


ROLL CALL 
APPROVAL OF MINUTES 


Reports of : 
President—Miriam G. Shupp 
Executive Secretary—Anna Willenborg 
Treasurer—Mrs. Gertrude L. Fife 


STANDING COMMITTEES: 
Reports of: 
Curriculum—Mrs. Rosalie McDonald 
Education and Educational Correlating— 
Helen Lamb 
Membership—Mrs. Theresa Hammond 
Nominating—Dorothy Hoadley 
Publications—Mrs. Gertrude L. Fife 
Revisions—Ruth Botsford 
Trust Fund—Verna Rice 





SPECIAL COMMITTEES: 
Reports of : 


Questionnaire 
Seal—Louise Schwarting 


Luncheon—12 Noon a 
(See Special Events) 


Tuesday Afternoon, September 17 
2:00-4:30 P. M. 


GENERAL SESSION 
REVEREND JENS HALL 


Helen Young Walker, Philadelphia, Presiding 


VITAL CAPACITY IN RELATION TO POSTOPERATIVE 
PULMONARY COMPLICATIONS 


Elliott Carr Cutler, M.D., Boston; Moseley Professor 
of Surgery, Harvard Medical School and Surgeon-in- 
Chief, Peter -Bent Brigham Hospital 


PREVENTION OF CEREBRAL COMPLICATIONS FOL- 
LOWING SURGICAL OPERATION 


Albert Behrend, M.D., Philadelphia; Attending Sur- 
geon, Rush Hospital for Consumptives; Assistant 
Surgeon, Jewish, Mt. Sinai, Philadelphia General 
Hospitals 


CARBON DIOXIDE HYPERVENTILATION POSTOPERAg 
TIVELY : 


Donald S. King, M.D., Boston; Associate in Medicine, 
Harvard Medical School; Associate Physician, 
Massachusetts General Hospital 


ETHER IN THORACIC SURGERY 


Elizabeth Nisbet Wates, R.N., Sanatorium, Missis- 
sippi; Chief Anesthetist, Mississippi State Sana- 
torium 


Tuesday Evening, September 17 
7:00 P. M. 
Banquet—Hotel Touraine 
Music 
INVOCATION 
Reverend Howard M. Lowell 
INTRODUCTION OF GUESTS 


GUEST SPEAKER 


Wednesday Morning, September 18 
8:00 a. M. 
CLINICS: 
Peter Bent Brigham Hospital 
Children’s Hospital 
Massachusetts General Hospital 
11:00 A. M. 
TouR THROUGH HARVARD MEDICAL SCHOOL 
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Wednesday Afternoon, September 18 
2:00-4:30 Pp. M. 
LOUIE HALL 


‘ GENERAL SESSION 
Myra VanArnsdale, Cleveland, Presiding 


ANESTHESIA IN PLASTIC SURGERY 
Regina M. Noon, R.N., St. Louis; Anesthetist to V. P. 
Blair, M.D., Barnes Hospital 


THE DIABETIC PATIENT AS A SUBJECT FOR ANES- 


THESIA 
Howard F. Root, M.D., Boston; Instructor in Medicine, 
Harvard Medical School; Physician, New England 
Deaconess Hospital 


HAZARDS IN THE USE OF EXPLOSIVE ANESTHETICS 

J. Warren Horton, Cambridge, Massachusetts; Asso- 

ciate Professor of Biological Engineering, Massa- 
chusetts Institute of Technology 


PROBLEMS OF ANESTHESIA SERVICE IN SMALL HoOs- 
PITALS 


* 
Carin H. Pedersen, R.N., Portsmouth, New Hamp- 
shire; Assistant Superintendent and Anesthetist, 
Portsmouth General Hospital 


4:30-6:00 P. M. 
Meeting of Advisory Council 
LOUIE HALL 
Miriam G. Shupp, President, Presiding 


Thursday Morning, September 19 
8:00 a. M. 
HOTEL TOURAINE 


INSTRUCTORS’ SESSION 


(Breakfast Conference) 


Helen Lamb, St. Louis, Presiding 


SIGHT-SEEING TRIP 
LEAVING HOTEL TOURAINE—10:30 A. M. 


Thursday Afternoon, September 19 
2:00-4:30 P. M. 
PAUL REVERE HALL 


GENERAL SESSION 
Miriam G. Shupp, President, Presiding 


ROUND TABLE DISCUSSION 
Conducted by Esther C. Myers, New Orleans; Charity 
Hospital 


UNFINISHED BUSINESS 
REPORT OF TELLERS 
INTRODUCTION OF NEW OFFICERS 
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American Occupational Therapy Association 


Convention 
Boston, Massachusetts, September |5 to 19, 1940 


Headquarters: Hotel Somerset 


Occupational Therapy Association will be 

available at the Hotel Statler, American Hos- 
pital Association headquarters, as well as at the 
Hotel Somerset, American Oecupational Therapy 
Association headquarters. Reservations should be 
made upon arrival for session limited in size and 
for hospital trips. 


F ocesnation for registration for the American 


Exhibits 


It is planned that the main exhibits of the 
American Hospital Association together with the 
American Occupational Therapy Association, the 
American Protestant Hospital Association, the 
College of Hospital Administrators and the Na- 
tional Association of Nurse Anesthetists will be 
located in Convention Hall, Mechanics Building, 
111 Huntington Avenue. 


A special time for visiting the exhibits has been 
planned for Monday evening, September 16. Ad- 
ditional exhibits of particular interest to occupa- 
tional therapists will be held at the Hotel Somer- 
set. 


There will be films on Occupational Therapy and 
allied subjects continuously shown in the Exhibi- 
tion Hall at Mechanics Building. 


Notices 


All sessions will start promptly at times indi- 
cated. 


Members of the American Hospital Association, 
the American Protestant Hospital Association, the 
College of Hospital Administrators and the Amer- 
ican Association of Nurse Anesthetists wishing to 
attend sessions of the American Occupational 
Therapy Association may arrange for transporta- 
tion at the American Occupational Therapy Asso- 
ciation Registration Desks at the Statler Hotel, 
Convention Hall or the Hotel Somerset. 


There will be a number of special committee 
meetings called during the Convention. Watch the 
bulletin board at the Somerset Hotel for time and 
place. 


August, 1940 


Program 


«# Sunday, September 15 
2:00 P. M. E 
HOTEL SOMERSET 


MEETING OF THE HOUSE OF DELEGATES 


6:30 P. M. 


GARLAND SCHOOL, 409 COMMONWEALTH AVENUE 
BUFFET SUPPER a 


For Officers, Board and Delegates of American Occupa- 
tional Therapy Association. Given by Officers and 
Board of the Massachusetts Association for Occupa- 
tional Therapy 


8:00 P. mM. 
HOTEL SOMERSET 


MEETING OF THE BOARD OF MANAGEMENT 


Monday, September 16 
MORNING SESSION 
HOTEL SOMERSET 


8:00 a. M. 
REGISTRATION 


9:30 a. M. 
CALL TO ORDER BY THE PRESIDENT 


INVOCATION 


GREETING BY GOVERNOR LEVERE H. SALTONSTALL 
OF MASSACHUSETTS 


ADDRESS: EVERETT S. ELwoop, President 


ANNUAL BUSINESS MEETING 
Reports — Executive Secretary, Treasurer, 
House of Delegates, Committees on Publicity 
and Publications, Scientific Study and Re- 
search, Education, Registration, Exhibits, 
Nominations 


ELECTION OF OFFICERS 


NEW. BUSINESS 
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AFTERNOON SESSION 


2:00 Pp. M. 
Section A 


HARVARD MEDICAL SCHOOL, LONGWOOD AVENUE 
Amphitheatre, attendance limited to 260 persons 
Reginald Fitz, M.D., Harvard Medical School; 

Presiding 
PAPER: SURGERY OF THE CHEST 


Edward D. Churchill, M.D., John Homans Professor of 
Surgery, Harvard Medical School; Chief of West 
Surgical Service, Massachusetts General Hospital 


2:45 Pp. M. 
CLINICAL PRESENTATION: TREATMENT OF HAND 


INJURIES 


Henry C. Marble, M.D., Assistant Visiting Surgeon in 
charge of Hand Clinic, Massachusetts General Hos- 
pital 


Section B 
2:00 Pp. M. 
HOTEL SOMERSET 


Roy D. Halloran, M.D., President Massachusetts 
Association of Occupational Therapy, Presiding 


LECTURE AND DEMONSTRATION : EARLY AMERICAN 
STENCILING 
Violet M. Warren, Member Society of Arts & Crafts, 


Boston and Philadelphia 
3:00 P. M. 


LECTURE AND DEMONSTRATION: PRACTICAL PUP- 
PETRY 


Mary Roy, Instructor Vienna Urania and Maria Mon- 
tessori School 


EVENING SESSION 
6:00-8:30 P. mM. 
BOSTON SCHOOL OF OCCUPATIONAL THERAPY, 
7 HARCOURT STREET 


BUFFET SUPPER 


All members of the American Occupational 
Therapy Association are invited as guests of 
the School 


Tuesday, September |7 
MORNING SESSION 
9:00 a. M. 
ROUND TABLE CONFERENCES 


1 Occupational Therapy in Community Health 


Leader: Helen King, Supervisor of Physiotherapy 
and Occupational Therapy, Visiting Nurse As- 
sociation, Detroit, Michigan 

Secretary: Isabel March, O.T.R., Detroit 
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2 Interpretation of Occupational Therapy to 
Allied Professional Groups 
Leader: Viola Jones, O.T.R., Hartford, Connecticut 
Secretary: 


3 Occupational Therapy and Cerebral Palsy 
Leader: Winthrop Morgan Phelps, M.D., Balti- 
more, Maryland 
Secretary: Elizabeth Martin, O.T.R., Reisterstown, 
Maryland 
4 Recreation as a Therapeutic Agent 


Leader: Helen M. Dauncey, Director of Special 
Activities, Community Recreation Service, Bos- 
ton 

Secretary: Mildred Stuart Hamilton, O.T.R., Bed- 
ford Hills, New York 


11:30 a. M. 
GENERAL SUMMARY OF ROUND TABLE DISCUSSIONS 


AFTERNOON SESSION 
2:00 Pp. M. 
PAUL REVERE HALL 


PAPERS: THE TOTAL PUSH 


Abraham Myerson, M.D., Director of Research, Boston 
State Hospital, Mattapan, Massachusetts 
Kenneth J. Tillotson, M.D., Chief of Psychiatry, Mc- 


Lean Hospital, Waverley, Massachusetts 
3:30 P. M. 


SYMPOSIUM: AN EVALUATION CLINIC 
William Malamud, M.D., Clinical Director, Worcester 


State Hospital, Worcester, Massachusetts 
Annual Banquet 
HOTEL SOMERSET 
7:30 P. M. 
Toastmaster: Everett S. Elwood, President 


SPEAKERS: 
(To be announced) 


Wednesday, September 18 


MORNING SESSION 


9:30 a. M. 
HOTEL SOMERSET 


ROUND TABLE CONFERENCES 
5 Correlating Occupational Therapy with Re- 
habilitation Agencies 


Leader: Terry Foster, Research Agent, Vocational 
Rehabilitation Division, U. S. Dept. of Educa- 
tion, Washington, D. C. 

Secretary: Charlotte A. Briggs, R.N., O.T.R., 
Lockport, New York 
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6 Craft Analysis in Qrthopedic Occupational 
Therapy 


Leader: Clare S. Spackman, O.T.R., Philadelphia 
Secretary: Sue Hurt, O.T.R., Richmond, Virginia 


7 Education as a Therapeutic Agent 


Leader: Edward M. Parrish, Director, Saranac 
Lake Study and Craft Guild, Saranac, New York 
Secretary: Barbara MacGregor, O.T.R., Toronto 


8 Behavior Problems as Related to Occupation- 
al Therapy 


Leader: George E. Gardner, M.D., Judge Baker 
Guidance Center, Boston 


Secretary: Marguerite Vaughn, O.T.R., New York 
11:30 a. M. 


GENERAL SUMMARY OF ROUND TABLE DISCUSSIONS 


A. William Reggio, M.D., Massachusetts General 
Hospital, Presiding 


AFTERNOON SESSION 


2 P.M. 
PAUL REVERE HALL 


PAPERS: OCCUPATIONAL THERAPY IN HEART DIs- 
EASE 


The Medical Viewpoint 


Paul D. White, M.D., Lecturer, Harvard Medical School 
Physician in Cardiac Clinic and Laboratory, Massa- 
chusetts General Hospital 


The Social Viewpoint 


Edith Terry, Social Worker in charge of Cardiac Clinic, 
Massachusetts General Hospital 


3:15 P.M. 


PAPER WITH SLIDES: POSTURE 


Robert J. Joplin, M.D., Assistant, Department Ortho- 
pedic Surgery, Harvard Medical School 





8:00 Pp. M. 
HOTEL SOMERSET 


MEETING OF THE BOARD OF MANAGEMENT 


Thursday, September 19 
MORNING SESSION 


9:30 a. M. 
PAUL REVERE HALL ° 


PRESENTATION OF MOTION PICTURES 
Although it is planned during the Convention to have 
a continuous showing of films dealing with various 
phases of occupational therapy throughout the United 
States as part of the educational exhibit, there will 
be at this time a special showing of selected films, 
with commentators, for the benefit of the membership 


9:30 A. M. 
HOTEL SOMERSET 
MEETING OF THE HOUSE OF DELEGATES 


AFTERNOON SESSION 
2:00 Pp. M. 


HOSPITAL VISITS 


To facilitate your transportation to the follow- 
ing hospitals, cars will be dispatched at 1:30 
Pp. M. from the Registration Desk at the 
Somerset— 


Robert Breck Brigham Hospital (Orthopedic) 

The Children’s Hospital 

Massachusetts General Hospital and Cardiac Clinic 

Massachusetts Eye and Ear Infirmary 

McLean Hospital (Psychiatric) 

Metropolitan State Hospital 

Walter E. Fernald State School 

Middlesex County Sanatorium 

Boston State Hospital 

Perkins Institute and Massachusetts School for the 
Blind 

Cooperative Workrooms 

Boston Tuberculosis Association Sheltered Workshop 
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Winner of the South Carolina Hospital Day Award Announced 


The South Carolina Hospital Association an- 
nounces that the Columbia Hospital of Richland 
County, Columbia, South Carolina, won the Asso- 
ciation’s plaque for the year 1940 in a close con- 
test for this distinction. Honorable mention was 
awarded to Marlboro County Hospital of Ben- 
nettsville which had won the plaque for two years 
in succession and had made a strong bid for the 
honor again this year. 


Interest in this national activity held on the 
anniversary of the birth of Florence Nightingale, 
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May 12, is growing rapidly. More than double 
the number of hospitals participated this year 
than had taken part in previous years but some 
reports were received by the Committee too late 
for its consideration. With the growth of interest, 
it is likely that another prize will hereafter be 
awarded. 


The South Carolina Hospital Association wishes 
to give this public expression of its thanks to the 
citizens of each community for their kind coopera- 
tion with their local hospitals in the observance 
of National Hospital Day. 
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EDITORIAL COUNCIL 


BERT W. CALDWELL, M.D. 


G. HARVEY AGNEW, M.D. 


Secretary, Department of Hospital Service 
Canadian Medical Association 


Toronto, Ontario, Canada 


W. L. BABCOCK, M.D. 


Treasurer, Grace Hospital 
Detroit, Michigan 


ASA S. BACON 


Superintendent, Presbyterian Hospital 


Chicago, Illinois 


CAROLYN E. DAVIS, R.N. 


2068 Interlaken Place 
Seattle, Washington 


NATHANIEL W. FAXON, M.D. 


Director, Massachusetts General Hospital 


Boston, Massachusetts 


S. R. D. HEWITT, M.B. 


Superintendent, St. John General Hospital 


St. John, New Brunswick, Canada 


ROBERT JOLLY 


Superintendent, Memorial Hospital 


Houston, Texas 













EEN 





—tet. 


, CAA? =4 RO AOE BRR ADE OEE AS 7 
ANT TLIE STUBS IASTe 





EDITOR 


¥ 


WALTER E. LIST, M.D: 


Superintendent, Jewish Hospital 


Cincinnati, Ohio 


MALCOLM T. MacEACHERN, M.D. 


Associate Director 
American College of Surgeons 


Chicago, Illinois 


CHRISTOPHER G. PARNALL, M.D. 


Medical Director, Rochester General Hospital 
Rochester, New York 


JOHN E. RANSOM 


Assistant Director, Johns Hopkins Hospital 


Baltimore, Maryland 


WINFORD H. SMITH, M.D. 


Director, Johns Hopkins Hospital 


Baltimore, Maryland 


WILLIAM H. WALSH, M.D. 


Hospital Consultant 
Chicago, Illinois 


FREDERIC A. WASHBURN, M.D. 


Consulting Director, Cambridge Hospital 


Cambridge, Massachusetts 
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The Boston Convention 


The Boston Convention of the American Hos- 
pital Association will be of more importance to 
the hospital field than any meeting of the Asso- 
ciation held since 1918. 


It has been 24 years since the personnel and 
facilities of our hospitals were mobilized to meet 
a national emergency. We have had more than 
20 years to profit by the experience then gained, 
to forget the mistakes that were then made, and 
to prepare our institutions to discharge their re- 
sponsibilities with more thoroughness and effi- 
ciency in the present or any future emergency. 


The Boston Convention will be the medium 
through which a coordinated plan for our hos- 
pitals may be incorporated in the Government 
program for national preparedness. In the event 
of a general mobilization and in the more remote 
possibility of our country engaging in war, our 
Government must ultimately depend upon the 
civilian medical profession and nongovernmental 
hospitals, not only to carry the burden of care of 
the civilian sick, but should war become an ac- 
tuality and be long continued, to care for the sick 
and injured of our Military and Naval forces. 





The medical personnel in the regular Medical 
Corps of the Army and Navy are not of sufficient 
number to do much more than to organize and di- 
rect the administrative functions of the various 
services to which they will be assigned. The Army, 
Naval, and Public Health Service hospitals and 
Veterans Administration Facilities, while greatly 
expanded and increased in number since 1918, 
cannot with their present facilities and with their 
present medical and hospital personnel give ade- 
quate care to any considerable increase in pa- 
tients due to military and naval casualties. 
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The Government plans for medical and hos- 
pital mobilization in the emergency are sound and 
well defined. But the plans of the General Staff 
fall far short of potential requirements in the 
event of general mobilization and particularly un- 
der conditions of actual warfare. The emphatic 
need of the present planning is a Coordinator of 
medical, hospital, and ancillary services, with ap- 
propriate military or naval rank, and assigned 
to the General Staff. As his duties will lie with 
physicians in civil life and with voluntary and 
private hospitals and their personnel, the Co- 
ordinator selected will discharge his responsibili- 
ties with greater efficiency if he is selected from 
civil life. He should be a man whose extensive 
acquaintance among physicians and with hospitals 
and whose professional and administrative abili- 
ties are nationally recognized. 


Our hospitals will have an opportunity to in- 
form themselves as to the details of the prepared- 
ness program at the Boston Convention. Ar- 
rangements have been made to have the Surgeons 
General of the Army, Navy, and Public Health 
Service address the Convention at a general ses- 
sion to be held on Thursday afternoon, Septem- 
ber 19. The far reaching importance of the hos- 
pitals in the program for preparedness should 
attract to the Boston Convention and particularly 
to this general session, the representatives of 
every hospital board of trustees, every hospital 
administrator, and the heads of the hospital ad- 
ministrative divisions. — 


There should be a minimum delay in reaching 
a definite understanding and a thorough coordina- 
tion with the Government departments in the pro- 
gram for preparedness. War, if it is to come, is 
approaching far more rapidly than our plans can 
be put into effective operation. Each hospital will 
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adopt such measures for preparedness in the 
emergency as will enable it to function more effi- 
ciently in the care of the civilian population and 
such military or naval casualties as it may be 
called upon to care for. Each hospital will coordi- 
nate its own activities with the sound prepared- 
ness program determined by the Federal Govern- 
ment with the advice and counsel of the hospitals. 


a 


The Award for Meritorious Service 


Each year the American Hospital Association 
pays its homage to someone in the hospital field 
whose service has contributed most to the progres- 
sive development of our hospitals and to improve- 
ment of the service they render. 


The Association’s Committee on Award of Merit 
has selected by its unanimous action Dr. Sigis- 
mund S. Goldwater as the recipient of the 1940 
Award. 


No sounder selection could have been made. A 
man whose major effort for more than forty years 
has been directed to the planning of our hospitals, 
to the development of sound administrative prac- 
tices in our institutions, to the improvement of 
every practice that would promote the better care 
of the sick, he has become an international figure 
in medical and hospital activities. 


His services have not been confined to a single 
activity or to a single institution. He was the 
personal friend and advisor of Theodore Roose- 
velt. He has been a leader in public welfare and 
social betterment in his city and state. His 
greatest contribution to the city in which he has 
lived so long is his administration of its munici- 
pal hospitals and the improvement of their physi- 
cal plants, to the point where the City of New 
York Hospital System is a model for the entire 
world. His selection as Commissioner of Hospitals 
by the most progressive and one of the best May- 
ors New York has ever had, Honorable Fiorella 
H. La Guardia, is a striking evidence of Dr. Gold- 
water’s value as a citizen, a physician, and a 
hospital administrator. 


In honoring Dr. Goldwater, the hospital field 
does itself a signal honor. The high regard in 
which it holds him is only equalled by the sincere 
affection it has for him. The award is not meas- 
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ured by its intrinsic value, but it is rich in the 
esteem, respect, and appreciation it bears to Dr. 
Goldwater from the hospital field to which he 
has given a lifetime of devoted service. 


Hospital Administration as a Career 


The improvement in the quality of hospital ad- 
ministration during the past ten years is one of 
the most significant developments of the hospital 
field and the richest in promise for the future. 


This almost in its entirety has been due to: 


1 A better selection of persons qualified for 
administrative positions. 


2 A better appreciation by hospital boards of 
trustees of the qualifications which the hos- 
pital administrator must possess. 


3 The establishment of institutes for hospital 
administrators, in which more than 1500 
have registered as students during the past 
eight years, and the establishment of courses 
in hospital administration at the University 
of Chicago and other universities. 


4 The activities of the American College of 
Hospital Administrators. 


5 The selection of hospital administration as a 
career by persons well-qualified. 


It is gratifying to note that with the increas- 
ing opportunities for preparing for hospital ad- 
ministration as a career, there has been an in- 
crease in the remuneration paid the hospital ad- 
ministrator. 


The average value of the properties of hospitals 
above one-hundred beds is $1,000,000. The aver- 
age cost of operation is $250,000 per year. The 
average of patients admitted is 4800 annually. 


In any commercial enterprise, the manager or 
administrative officer of an activity comparable 
to the administration of the average hospital 
above one hundred beds, would call for a person 
of superior judgment, pleasing personality, well 
trained for the responsibilities of his position, 
experienced in the conduct of the services which 
are given him in charge, and gifted with all the 
other qualifications of a successful administrator. 
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Members of hospital boards of trustees, a ma- 
jority of whom are successful businessmen and 
women, are beginning to use the same discrimina- 
tion, and require the same qualifications in the 
person they select to administer their hospitals as 
they apply to the selection of managers and ad- 
ministrators of their own business. 


The future of hospital administration is a 
bright future. Its selection. as a career will have 
a greater appeal to qualified people, whether phy- 
sicians or lay persons, than it has had in the past. 
The remuneration will be better, the tenure of 
office more secure, and promotion more rapid as 
hospital administration advances. 





Hospital Fires 


There is an apparent increase of hospital fires 
with attendant loss of life or serious burn injuries 
to patients and attendants. In every recent inci- 
dent the buildings in which fires have occurred and 
lives were lost were old and had been potential 
firetraps since they were first built. Some of the 
fires occurred in. state institutions; a compara- 
tively small portion, less than one-half, were in 
voluntary hospitals; the remainder in small pri- 
vate hospitals. 


No hospital should subject its patients to fire 
hazards. Patients should not be housed in build- 
ings from which there is small chance for escape 
in case of fire. Hospitals which are using com- 
bustible buildings in which to house their patients 
should abandon this practice and convert the 
buildings to other uses or tear them down. 


Fires in hospitals bringing suspicion upon other 
hospitals add to the anxiety of the patients and 
their friends, increase the insurance rate for all 
hospitals, and cause death or injury to patients 
and personnel. Buildings that are firetraps 
should not be used for housing either patients or 
personnel. 


The carelessness of a hospital in placing pa- 
tients in combustible buildings is almost crim- 
inal and may be so interpreted by the courts. It 
is the moral as well as the legal obligation of the 
hospital authorities to reduce the hazards to the 
patients during their stay in the hospital, and to 
protect their personnel from unnecessary ex- 


August, 1940 


posure to accident. Every fire which occurs in 
hospital buildings brings into disrepute our entire 
hospital system. 


The President of the United States has ordered 
that no sick soldier or sailor be housed above the 
first floor of the Army and Navy hospitals, unless 


the building is a fireproof building. This should 
be the rule of every other hospital. No permit to 
build new hospitals should be issued unless the 
plans call for fireproof construction. 


—_—————— 


Catastrophe Units 


The organization of “catastrophe units” in New 
York City is a manifestation of practical prepar- 
edness to function promptly and efficiently in 
event of major disasters that should appeal to 
other metropolitan centers and to some rural dis- 
tricts. 


These units, consisting of doctors and nurses on 
the staffs of four municipal hospitals, have been 
organized by New York’s resourceful Commis- 
sioner of Hospitals, Dr. S. S. Goldwater. They 
are located at Bellevue, Queen’s General, Kings 
County, and Morrisania Hospitals. The Bellevue 
Unit has been called out on four occasions to care 
for the victims of a large explosion, to render 
service to refugees on the S. S. Harding, to a 
major accident in a theatre and to the recent 
accident in the Grand Central Railroad Station. 


These units are divided into three squads of four 
doctors and four nurses, two being on active call 
at all times, and the third squad kept in reserve. 
Each unit is equipped with a specially arranged 
truck and transportation facilities are provided 
by the hospital ambulances. 


The “catastrophe units” can respond to calls 
without delay or confusion. They are organized 
to take immediate charge of the care of accident 
casualties where large numbers are involved. 
Their services result in the saving of many lives 
and in providing immediate medical and nursing 
care to the injured. The need for “catastrophe 
units” becomes more apparent with each major 
disaster they serve. As important as they are 
in peace times, their services would be invaluable 
in war not only in proteeting the civilian popula- 
tion, but in giving their services to the casualties 
of war. 














Editor’s Note: This is the second part of an 
article which was started in the July issue. 


Piping Anesthetic Gases 


On the assumption that it would be of advan- 
tage to eliminate from the operating suites the 
large high pressure tanks containing gases, reduce 
traffic, decrease cost and add to the convenience 
of the anesthetist, a number of hospitals have 
used this method of piping gas to operating rooms 
with varying results. We have had considerable 
experience with this subject both from an ad- 
ministrative and a planning standpoint and, be- 
cause of the dissatisfaction resulting, we are ad- 
vising against such installations in all new proj- 
ects. Our objections may be summarized as 
follows: 


1 It is a very costly procedure from the stand- 
point of labor, material, and equipment. 


2 The installation requires the use of expert 
labor and special materials and any deviation from 
the specifications creates a serious hazard with 
continuous loss of anesthetic gas. Serious acci- 
dents have occurred through defective joints in 
some installations. 


3 Once installed it is a permanent fixture since 
the piping and elevated floor outlet become a part 
of the structure, thus reducing the flexibility 
of the operating room. Many anesthetists insist 
upon the use of their own anesthetic apparatus 
and will not use the piped gases even when 
available. 


4 The perfect functioning of a piped gas sup- 
ply requires the services of a responsible employee 
thoroughly acquainted with the handling of large 
high pressure gas tanks and in the absence of that 
individual many difficulties arise; failure to con- 
nect a full tank when necessary can cause tragic 
results. 


5 The independent anesthetic gas machines 
with tanks attached are highly perfected; they 
are portable and can be used in any room of the 
hospital, whereas if gas is piped it can only be 
used in the locations where outlets are provided, 
and outlets are expensive. Even in hospitals where 
gases are piped to the operating rooms it becomes 
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necessary to utilize tanks directly for the many 
other distant locations where it may be necessary 
to administer an anesthetic. 


6 None of the dangers inherent in explosive 
gases are lessened by piping gases, since almost 
all accidents have occurred at the outlet of the 
gas and not at the tanks. With the modern, in- 
dependent gas apparatus danger from explosions 
can be minimized. 


7 The concentration of a large number of dif- 
ferent explosive gases in the small area of a tank 
room constitutes a dangerous hazard unwarranted 
under the circumstances. 


Surgery Flooring 


From the standpoint of the comfort of those 
working in the operating rooms a rubber floor 
would be preferable because of its resiliency, but 
the maintenance of such a floor in the presence of 
so much moisture presents a difficult problem. All 
things considered, our preference is for a terrazzo 


. floor and it has been the practice to lay this floor 


with copper strips in small squares so designed 
that the entire floor may be grounded. At this 
time, however, the efficacy of grounding is con- 
troversial and it must be admitted that unless all 
equipment and parts thereof, and all persons are 
fully and properly grounded, something which is 
most difficult to accomplish, there will result 
marked differences of static potential which may, 
in some instances, be more dangerous than with 
no grounding. Under existing circumstances we 
are inclined to eliminate floor grounding when 
adequate humidity can be provided, but to advise 
grounding as the lesser of two hazard when hu- 
midity cannot be depended upon. 


Obstetrics 


In spite of the increasing number of obstetrical 
cases now delivered in our hospitals, the records 
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The type of self-contained bassinet stand now being used in 

nurseries. There is a drop work shelf at one end and under- 

neath a storage shelf and compartment. Bassinet is 
removable. 


do not indicate that there is any marked improve- 
ment in the maternal and infant mortality rates of 
the country as a whole. General hospitals, there- 
fore, have been earnestly endeavoring to improve 
technique by separating obstetrical pavilions from 
other departments and more particularly from 
surgeries where so many infections are likely to 
be concentrated. Thus, in new hospital planning 
every effort is made to treat the obstetrical sec- 
tion as a completely isolated unit with its own 
separate utility facilities and personnel. Older 
hospitals recognizing the importance of this trend 
are remodeling when possible so as to gain the 
same end. 


Nurseries 


To eliminate cross infections in nurseries, ef- 
forts are being made to provide a cubicle with 
all of the supplies and equipment for independent 
care, for each bassinet. We do not advise sep- 
arate air conditioning of each cubicle, but rather 
the complete air conditioning of the nursery with 
a relative humidity of not less than 55 per cent. 


We believe that if the air is properly washed and 


filtered and the technique is right there is little 
Justification for the use of ultraviolet lights for 
the sterilization of the air in the nursery. 


Instead of separate nurseries for the premature 
infants in which higher temperatures are desir- 
able, the same results are being successfully at- 
tained in the main nursery by the use of thermo- 
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statically controlled cribs specially designed for 
premature infants. 


Physical Therapy 


The highly specialized physical modalities whose 
efficacy in the treatment of the sick can no longer 
be questioned, are now finding suitable quarters 
in the up-to-date hospital and their value to the 
hospital will be dependent, to a considerable ex- 
tent, upon the design and location of the depart- 
ment. It must be emphasized, however, that 
physical therapy is a medical specialty and there 
is little use in designing and equipping an elab- 
orate department, as has been done in some recent 
instances, unless there is a competent medical spe- 
cialist to direct the service. Thus, planning should 
commence with a consideration of the manner in 
which the department is to be conducted and the 
capability of direction. 


As in the case of many other departments, it 
is difficult to fix a standard that will be applicable 
to all hospitals, even those of equal size. The 
amount of space to be assigned will depend upon 
both the number and the class of patients treated 
in the hospital, the ability and enthusiasm of the 
director, and the interest displayed by the at- 
tending staff. A rule of thumb, which we have 
found reasonably accurate when conditions are 
favorable, is to allot space equal to that allowed 
for the radiological department, but so designed 
as to permit contraction or expansion as demands 
require. 


With respect to location, it is important to re- 
member that many of the patients are ambulatory 
and therefore, like the radiological department, 
this service should be located on the ground floor, 
thereby decreasing out-patient traffic to the upper 
floors. Unless a basement affords adequate na- 
tural lighting and excellent ventilation, this de- 
partment should never be located there, although 
in the case of therapeutic pools and hydrotherapy 
equipment, location in the basement avoids many 
difficulties. It is always desirable to closely artic- 
ulate the department with the elevators so that 
house patients may enter directly therefrom, 
again reducing traffic. Another advantage of 
proximity to elevators is the facility thus afforded 
for moving mobile equipment from the depart- 
ment to the various floors when it is difficult to 
bring the patients to the department. 


There is a decided tendency now to place the 
fever therapy apparatus, artificial respirator, pres- 
sure and suction machines, oxygen therapy and 
colonic irrigator under the control] and direction 
of the physical therapy department and in new 
planning, therefore, care must be taken to provide 
the space and mechanical equipment required by 
these modalities. 
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Radio Interference 


As a result of vociferous complaints from many 
sources of the interference with short wave radio 
transmission and reception caused by high fre- 
quency electro medical equipment, the Council on 
Physical Therapy of the American Medical Asso- 
ciation held a conference some time ago with the 
Federal Communications Commission for the pur- 
pose of devising methods of preventing such in- 
terference. The imperative need for a solution of 
this problem was emphasized by experts in tele- 
vision who fear that their new industry will be 
retarded unless some means may be found to pro- 
tect the air channels against such interference. 


As a result of this meeting two solutions were 
proposed: (1) screening of the treatment room, 
and (2) the allocation of radio bands or channels. 
Representatives of the radio industry proposed 
screening the treatment room, but objections were 
made to this because of the impossibility of con- 
fining the use of such equipment to any one room 
and the inordinate cost of screening all places in 
a hospital where such treatments might be given. 
The alternative suggestion of allocating certain 
radio channels to the medical profession appeared 











A separate air conditioned bassinet designed by Dr. 

Chas. E. Chapple of Philadelphia. Through the window 

the scales beam and humidistat and thermostat can be 

seen. The water reservoirs for humidity and for the 
wet bulb thermometer are mounted above. 
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to be the more suitable in view of the seeming 
impracticability of screening. The difficulty in- 
volved in the allocation of channels, however, in- 
volves an increase in cost of equipment and the 
necessity for discarding that now in use. The 
suggestion was made that if this alternative 
should be adopted the users of present equipment 
be given about eight years to liquidate it and that 
manufacturers be given about two years in which 
to change over to the fabrication of new types. 


Fortunately, there is a possibility that a new 
system of radio transmission now in course of 
development, known as “modulated frequency” 
which is remarkably free from extraneous dis- 
turbances and is superior in quality to the con- 
ventional system of radio transmission, may in 
the near future come into general use, thereby 
solving the interference problems to the satisfac- 
tion of all concerned. 


Accommodations for Tuberculosis Patients 


For many years some leading hospital adminis- 
trators have advocated the care and treatment of 
certain types of tuberculosis in the general hos- 
pital but it has only been of very recent date, 
when beds have been empty, that any widespread 
effort has been made to admit such patients. 
Doubtless, this reluctance has been due largely to 
the fact that the average general hospital has not 
been designed in such a way as to offer the best 
care to this type of patient nor to adequately 
segregate them. The recent rapid advance in the 
utilization of surgery in the treatment of this dis- 
ease has undoubtedly stimulated the more fre- 
quent use of the general hospital for these cases. 


In new general hospital construction there is 
a very decided tendency to anticipate the needs 
of such patients, and sections are being now de- 
signed in several new projects which will give 
almost complete isolation and that degree of out- 
door air so beneficial to the tuberculous. 


In the planning of accommodations for the 
tuberculous in the general hospital the fundamen- 
tal principles of the treatment of this disease as 
well as the dangers of infection must be kept in 
mind. For example, rest is of vital importance 
and so the tuberculosis section should be so placed 
as to afford quietness, and no general traffic should 
pass through it; fresh air is essential and window 
space should be such as to assure fresh air in 
abundance at all times, winter and summer; fluor- 
oscopy and radiography being required for those 
patients it will be desirable to locate the depart- 
ment in close proximity to an elevator so that 
patients may be taken to the department as di- 
rectly as possible. The effective disposal of sputum 
requires the installation of a suitable incinerator 
which may be located in the utility room and the 
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necessity for sterilizing all dishes used by these 
patients requires a sterilizing dishwasher in the 
serving kitchen. 


Adequate facilities for the washing of hands 
of both patients and attendants should always be 
provided as well as rest rooms for nurses to enable 
them to get away from patients at intervals when 
their services are not needed. 


Neuro-Psychiatric Units 


Mental and nervous cases have never been ac- 
corded much consideration in the general hospital 
due perhaps to the superficial knowledge of the 
average physician of these cases, the failure of 
nurses to acquire experience in handling disturbed 
patients and the lack of suitable facilities. It is 
gratifying to record, however, that there is a de- 
cided trend in the direction of providing adequate 
accommodations for neuro-psychiatric cases in the 
general hospital, specialists are more active in 
general hospital staffs and the number of nurses 
trained in psychiatric nursing is gradually in- 
creasing. 


| With respect to planning it is desirable to locate 
| the neuro-psychiatric section where no traffic will 
pass through it and it should be provided with 
| doors that may be locked. Separate rooms de- 
signed so as to protect the patients are preferable 
to wards. Windows must be designed so as to 
prevent egress; all projections in these rooms 
upon which patients might harm themselves 
Should be eliminated; electric fixtures should be 
protected and made flush with the ceiling with 
the central control switch outside the door; doors 
Should always open out and each should be pro- 
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Physical therapy department planned several years ago for the Saint John General 
Hospital, Saint John, New Brunswick 
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vided with an unbreakable glass port hole through 
which an attendant can have a view of the entire 
room; radiators must be covered and furnishings 
should be of such nature as to provide no means 
for harming a patient or attendant. It is unsafe 
to permit mirrors, or portable lamps in these 
rooms. 


There should be in the psychiatric section a con- 
tinuous flow bath and when possible equipment 
for packs, needle baths, and electric steam baths. 
Diathermy is also a useful adjunct but for the use 
of this modality as well as for hydrotherapy there 
should be available a physical therapist trained 
in handling psychiatric cases. 


The existence of a properly designed and staffed 
unit for psychiatric cases permits the prompt re- 
moval of psychiatric patients from other parts of 
the hospital where they are disturbing and dan- 
gerous to others; it permits both nurses and doc- 
tors the opportunity of learning how to handle 
disturbed patients; it provides material for the 
instruction of interns and finally, it provides a 
service to the public welfare which would seem 
to be the obligation of every general hospital. 


Kitchens and Food Service 


Recognizing the fact that practically all food 
served in hospitals has a therapeutic significance 
and that the whole commissary department should 
be under the direct supervision of the dietitian, 
the present tendency is to provide little or no 
physical separation between the central special 
diet kitchen and the general kitchen, contrary to 
past practice. 


Occasionally we encounter an attempt to locate 
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kitchens on the upper floors of hospitals in spite 
of the overwhelming arguments against it. With 
our present satisfactory facilities for proper venti- 
lation and insulation there.is no excuse for the 
odors from a basement kitchen permeating the 
upper floors, and so the only plausable excuse ever 
advanced for placing the main kitchens on the top 
floor no longer exists. 


Discussion continues as to the relative advan- 
tages of complete central tray service and floor 
service, but fortunately decisions are now more 
frequently made on the basis of the actual condi- 
tions rather than abstract theory. In very high 
buildings the use of conveyors is of questionable 
efficiency and high speed electric dumb waiters 
appear to meet the demands more effectively for 
central service. Bulk food service from floor serv- 
ing kitchens would seem to-be preferred for ward 
patients, while central tray service by dumb wait- 
ers or heated tray carts via elevators is favored 
for private patients. 


During recent years the development of meth- 
ods for the rapid reduction of the internal tem- 
peratures of food materials to very low levels has 
resulted in a phenomenal growth of the frozen 
food industry, and hospitals are taking advantage 
of the wide choice of high grade frozen foods 
readily available throughout the year. From the 
standpoint of hospital planning this innovation is 
of interest since adequate special cold storage fa- 
cilities must be made available. To assure good 
quality, freshness, sanitary care and the mainte- 
nance of the highest possible nutritive value, 
frozen foods must be subjected to low temperature 
as speedily as possible and held at zero Fahren- 
heit or 17.8 Centigrade or lower while in storage, 
in an airtight, waterproof package until the time 
of using. Thus, if any quantity of these supplies 
are kept in the hospital, special cabinets are re- 
quired. Refrigeration may be by mechanical units 
built into the case which can be plugged into the 
regular lighting circuits, or if larger cases are re- 
quired, the refrigeration equipment may be more 
distantly located. Cases are also available de- 
signed to use solidified carbon dioxide, with the 
necessary control of the evaporating carbon di- 
oxide to insure an even temperature. In those hos- 
pitals manufacturing ice cream we advise the loca- 
tion of the ice cream freezing cabinets in an in- 
tegral part of the frozen food cases. 


Air Conditioning 


Even though this subject was referred to in 
connection with operating rooms it seems desir- 
able to mention it again because it is the most 
recent innovation in planning and construction and 
one which we now find at the height of exploita- 
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tion. While there is general agreement that some 
degree of air conditioning is desirable in certain 
parts of hospitals, it is the opinion of the writer 
that, excepting under most extraordinary condi- 
tions, full air conditioning of an entire hospital 
(meaning: (1) control of the temperature of the 
air in winter and summer; (2) maintenance of 
proper humidity; (3) cleansing, and (4) circu- 
lating the air throughout the year) is impractical, 
unnecessary, and economically unsound. 


On the other hand, it is most desirable. to pro- 
vide all of the factors of air conditioning in certain 
parts of those hospitals located in areas with pro- 
longed hot weather. The nurseries, surgical 
suites, obstetrical rooms and the casualty receiving 
room are all places.where air conditioning appears 
to accomplish the most good. Those parts of a 
hospital which are not capable of being properly 
ventilated by natural means should be provided 
with ventilation by forced draft, but the circulat- 
ing air ordinarily does not require either washing 
or humidification. 


For research and therapeutic purposes, demands 
are now being made for the complete air condi- 
tioning of special rooms, and, in such cases, in 
addition to the four factors already mentioned, it 
may be necessary to consider hydration, dehydra- 
tion, atmospheric pressure variation, chemical and 
medicinal treatment, ordorization and deodoriza- 
tion. Obviously when the process is carried to 
such an extent the areas are limited, the equip- 








Treadle controlled door between surgery and scrub-up 
in Doctors Hospital, Washington, D. C. Note treadle 
in floor to right of doorway. 
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ment is highly specialized and such installations 
are only justified to meet particular professional 
demands. 


Acoustical Treatment 


The desirability of quietude in hospitals has long 
been recognized and although architects and con- 
sultants have advocated extensive acoustical treat- 
ment, many hospitals have failed to utilize the 
materials readily available. The need for ade- 
quate acoustical treatment in hospitals is so vital 
that it should never be neglected. We recom- 
mend such treatment in all main corridors, utility 
and treatment rooms, labor, delivery rooms and 
nursery, the main kitchen, serving and diet 
kitchens, dining rooms and all other locations 
where noise is produced or maximum quiet is de- 
sired. In addition to the acoustical treatment of 
walls and ceilings, the tendency is to provide every 
possible safeguard against the production or 
transmission of noise in the construction and me- 
chanical equipment of the structure. 


Automatic Control for Hospital Doors 


There are two distinct types of control for the 
automatic opening of doors. The first is by photo- 
electric control and the second is by switch con- 
trol. Switch control requires «ther a floor treadle 
or a push button or a small kick plate located on 
the wall near the door so that it may be easily 
activated by a person’s foot. Photo-electric con- 
trol is more complicated and expensive than the 
foot or hand switch control. 


The complete equipment consists of a light 
source, a relay unit, and a power source connected 
with a device for opening and closing the door. 
In the smaller compact units the light source re- 
quires a 32 candlepower, 6-8 volt lamp at the focal 
point of the optical system. A self contained re- 
duction transformer supplies five volts to the lamp 
at which voltage it may be expected to give from 
1,000 to 2,000 hours’ life and lamps are readily 
replaceable. The lens system in the front window 
of the light source is arranged so that constant 
and satisfactory operation may be obtained up to 
a distance of about 30 feet between the light 
source and the light relay. An infra red filter 
may be fitted so that invisible beam operation for 
burglar alarm and protection will result, but the 
use of a filter cuts down the operation distance 
between light source and light relay about 20 per 
cent. 


The light relay unit consists of a small photo- 
electric cell for the emission type, a standard radio 
tube amplifier, the relay, associated resistors and 
condensers, and a five point numbered terminal 
strip for connection for various types of applica- 
tion. The complete unit is very compact and ac- 
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cessible and may be easily adjusted to operate 
under the most adverse conditions. The emissive 
type photo-electric cell (RCA type 921) used in 
the unit here described has an expected life of 
from 20,000 to 30,000 hours and can be readily 
replaced at a minimum cost. The amplifying tube 
(Type 25A6) has an expected life of 1,000 hours 
and can be replaced from the stock of any radio 
distributor. The relay has coin silver contacts 
which are large enough in diameter (3/16 inch) 
to control resistive loads in excess of 250 watts 
at 110 volts. _ 


The power unit, which must be located within 
a reasonable distance of the door, may be of the 
hydraulic or pneumatic type activated by a small 
motor or from house current. The device for open- 
ing and closing the door, called the “operator” 
may be one of the various types of door closers 
specially adapted to this purpose. 


Treadle Controlled Doors 


Doors operated by electrically controlled treadle 
mats may be of the sliding or ordinary type, and 
appear to be particularly useful leading into air 
conditioned areas. Upon stepping upon a mat an 
electric circuit operates magnet valves which ac- 
tivate air compressors; when pressure is removed 
from the treadle mats the doors automatically 
close. To prevent the doors from closing during 
the time required to pass them after leaving the 
treadle, a time-delay relay holds the doors open 
for a predetermined period after a person has 
stepped off the treadle mat. 


In case anyone should be caught between the 
doors, in the case of the sliding type, electrical 
contacts are mounted inside the flexible rubber 
nosing extending from the top to the bottom of 
abutting edges of both doors, which causes them 
to reverse by the slightest touch, and after fully 
opening they will close immediately, but continue 
to reverse until the obstruction is removed. 


When desired, push button controls can be lo- 
cated at the sides of these doorways by the use 
of which either door may be opened independently 
of the treadle mats—in the event of a person stop- 
ping after passing the mat and allowing the doors 
to close. Another method is to extend the mats 
practically to the doors, thus obviating the need 
for the time-delay device and push buttons men- 
tioned. 


These automatic sliding doors have been satis- 
factorily applied to dining and club railway cars 
and there are many other possible uses in commer- 
cial and industrial buildings which deserve con- 
sideration, but here again we are not convinced at 
this time of their utility in hospitals. 

(To be continued) 











Meeting the Problems of Financing 
the Small Hospital 


A. A. AITA 


small hospital is another way of saying, 

balancing the budget. We have all had 
experience along this line—administrators of both 
large and small hospitals. This problem of “mak- 
ing both ends meet,” has been approached from 
several angles. We have, in many instances re- 
duced our personnel, cut salaries, curbed the buy- 
ing of new equipment and failed to make needed 
improvements. Many of us have done these things 
because we thought they appeared to be the 
rational and simple means to reduce expenses. If 
we are guilty of these methods of meeting some 
of our financial problems, have we not overlooked 
something of paramount importance? 


VY, eee the problems of financing the 


Would it not be better to find ways to increase 
our revenue rather than cut expenses, especially 
when the care of our patients might be jeopard- 
ized? How shall we go about increasing our in- 
come in times like these? Sell the hospital to the 
community. 


Suggestions for Developing Community 
Cooperation 


1 Have a well trained, adequately paid person- 
nel. 


2 Do everything reasonable to satisfy the med- 
ical staff. They are among our best advertising 
agents. 


3 Make friends with the press and let the com- 
munity know what you are doing. Whenever 
possible, tell your story with the aid of pictures. 


4 Have an active ladies’ auxiliary made up of 
representative women of the community. Work 
out a project with them such as a Sick Baby or 
Free Bed Fund. 


5 Work with service clubs and periodically have 
them at your institution for a luncheon followed 
by a tour of the hospital. 


6 Make Hospital Day a real celebration. Have 
group pictures made of all of the babies born in 
the hospital for the past year with their mothers 
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and give each one a picture. Show the visitors 
through the hospital. Take them behind the 


scenes. 


7 Dress your institution up as well as your 
funds will allow. 


8 Make friends with your bankers, and let them 
know what you intend to do. They will be glad to 
stand by and cooperate, especially if they have 
something at stake. 


Community Confidence Is Shown by Practical Help 

After such a program as outlined is well under 
way you will begin to see its effect. The people 
of the community are actually selling themselves 
on the hospital. They talk it—they are interested 
—they are boosters. If they are sick they want 
to come to the hospital. They believe in their in- 
stitution because they know all about it. When 
they are admitted as patients, bend every effort 
to make them satisfied and happy. Give them the 
same courteous care that would appeal to you— 
with comfortable and well appointed surround- 
ings. Have them leave even more sold on your 
hospital than ever before. Remember a group of 
satisfied patients is your best advertising medium. 


A community properly sold on its hospital will be 
interested in helping to solve the problem of financ- 
ing the hospital. The methods will be many and 
varied. Satisfied patients will help to increase the 
use of the hospital service; funds for charitable 
purposes will be provided through the ladies’ 
auxiliaries and service clubs; civic agencies, appre- 
ciating the value of the hospital service in the 
community, will use their influence to have the 
city give free water and have taxes reduced. 
These are only a few example of what the people 
of a community are willing and ready to do for a 
hospital in which they have confidence. 
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Screening a Hospital in the Tropics 


ROBERT G. BOYD 


by our local Bureau of Tourism, Chamber of 

Commerce, or some other civic-minded or- 
ganization, let me hasten to correct an impression 
that may be given by part of the title of this 
article. Puerto Rico is not in the tropics, but in 
the sub-tropics, having an average yearly tem- 
perature of 76° Fahrenheit. I have felt compelled 
to resort to the word “tropics” for lack of an ade- 
quate short word that will as nearly as possible 
conjure a mental picture of climatic conditions 
extremely deteriorative to screens of even the 
very best quality. These conditions with which 
we have had to cope in our hospital are: 


B yon I am justifiedly called on the point 


1 A year-round warm to temperate climate 
that speeds up oxidation 


2 A yearly average relative humidity of 78 
per cent, which causes very extensive rust 
and corrosion 


3 A deposit of hydrochloric acid being formed 
continually on all exposed surfaces—by 
reason of our location right on the seashore 
with a stiff on-shore breeze blowing 
through our buildings most of the time 


4 The prevalence of termites that rapidly 
destroy all but the hardest type of lumber 


Selection of Material for Frames 


The prevalence of termites in regions not 
reached by freezing temperatures over relatively 
long periods makes advisable the use of termite- 
proof wood, or possibly an alloy, for the frames. 
Furthermore, in such regions there is apt to be a 
high percentage of humidity in the air. When a 
large amount of salt spray is combined with this 
condition, it is imperative that the materials se- 
lected be impervious, or at least highly resistant, 
to corrosion. At our hospital the salt laden breeze 
is so extremely destructive that it kills almost all 
exposed vegetation. To cite an example of this, 
there is a hedge behind the wall at the rear of our 
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main building that we never have to cut because 
the salt spray kills the green twigs and leaves as 
fast as they attempt to grow beyond the top of 
the protecting wall. 


Any wood used under these conditions must be 
hard and not subject to sponginess, in addition 
to being termite-proof. A number of years ago, 
our nurses’ home was screened in frames of 
cypress, in the belief that this wood offered the 
advantages of being termite-proof and economical 
to work because of its softness. We have found 
that although these frames are fairly termite- 
proof they are so wet and spongy all the time 
that it is just about impossible to do a thorough 
repair and paint job on them. Whether it is wise 
to select any alloy for frames under such condi- 
tions will probably be controversial for some time 
to come, as only the use of alloy frames along 
with mahogany more or less under the same con- 
ditions over a period of years will yield uncon- 
testable proof, one way or the other. However, 
based on tests of screening materials over periods 
of 3 to 4 years, it would appear that if an alloy 
must be used for screening frames, preference 
should be given either to monel or bronze. When 
mahogany is available at a reasonable price, sim- 
ilar to the $140.00 per thousand board feet that 
we pay for it here, and there is efficient and eco- 
nomical labor to work it, we are definitely of the 
opinion that this material should be used in pref- 
erence to any alloy; as we believe that no alloy yet 
manufactured will resist corrosion completely in 
air containing a high percentage of salt and hu- 
midity. We see, therefore, two objections to 
using an alloy that do not obtain with respect to 
mahogany under the conditions cited: 


1 The material is gradually eaten away by 
corrosion, unless a very considerable sum 
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is expended for daily—or, preferably hour- 
ly—upkeep 


2 The high cost of upkeep required to ensure 
the maintenance of a presentable ap- 
pearance 


Here, in Puerto Rico, a nearby hospital has just 
installed stainless steel frames and 16 mesh 0.015 
inch screening of the same material in 153 doors 
and windows at a cost of 58 cents per square foot 
(not installed). As may be observed from the 
table in this article, this cost is about the same 
as the 60 cents per square foot that we paid for 
mahogany frames and the 12 mesh 0.015 inch 
monel metal screening installed in 180 doors and 
windows. 


Choice of Screening Material 


In trying to decide upon the best screening 
material in this strongly corrosive seaside at- 
mosphere, it was at first difficult for us to choose 
among stainless steel, monel, bronze and alumi- 
num. In the course of our investigation to select 
the best we were shown some samples that had 
been left exposed to the sea air for over a year 
for the express purpose of comparing their dura- 
bility. The bronze screening and stainless steel 
were considerably corroded, and the aluminum 
was “powdering” very extensively; whereas the 
monel sample had withstood admirably well. 
Finally, we were referred to a pamphlet, “Some 
Observations of Anti-Mosquito Screening and 
Screening Materials,” by Dr. Walter C. Earle, of 
the Rockefeller Foundation, giving the results of 
a study made in this climate. The author recom- 
mended 0.015 inch wire in 12 mesh “for an espe- 
cially efficient job where funds were available.” 
As second choice, he selected bronze wire in the 
same diameter and mesh. 


We were surprised to see in Dr. Earle’s study 
that he advised a 12x12 mesh, as the 16x16 mesh 
is the size usually employed here. The latter is 
employed so generally, because the users think 
such a fine mesh is necessary to keep out mos- 
quitoes, or because they are attempting to keep 
out a very small gnat that is very prevalent here 
at certain times. As Dr. Earle concluded in his 
study, the 12 mesh keeps out the mosquitoes, at 
least the Anopheles and Aedes prevalent in Puerto 
Rico; and a mesh fine enough to keep out the 
gnats would not be practical. It is certain that a 
screening much finer than 16 mesh would be 
needed to keep out the latter. 


In speaking of wind resistance Dr. Earle makes 
an important point in favor of the larger mesh by 
showing that the finer 16x16 mesh cuts down on 
the wind velocity surprisingly more than the 
12x12 mesh. 
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One other interesting recommendation of Dr. 
Earle is that the wire in the screening be 0.015 
inch in diameter, which is slightly thicker than 
that used in the screening generally sold here. 
We adopted his advice without hesitation for the 
wire that we selected, believing that because of 
the high quality of the material most of our re- 
placements would result not from deterioration 
but from breakage and it would therefore pay us 
to get a wire above average in thickness. Perhaps 
—let me emphasize—perhaps another reason for 
getting a wire of considerable thickness is that it 
does corrode almost immediately to a certain 
slight depth, and this coating then. acts as a 
deterrent to further corrosion beyond that depth. 
Repeated inspection of wire that we have had 
installed for over two years seems to indicate this. 


Selection of Apertures to Be Screened 


In determining what windows and doors to 
screen we had to consider two things: 


1 The largest size unit that could be enclosed 
and kept reasonably free of mosquitoes and 
flies. (We decided to enclose each ward as 
a separate unit, and then centralize in the 
several head nurses the responsibility of 
keeping the units free of mosquitoes and 
flies.) 


2 The impossibility of keeping out flies and 
mosquitoes from a unit of any size unless 
all doors should be of the swinging type. 
(As a swinging door does not function sat- 
isfactorily in any aperture where a solid 
door has to be left, we had to plan carefully 
to avoid having to put swinging doors in 
apertures of this kind, except in a few very 
small units. For this reason too, we had to 
decide to enclose our porches with screens, 
instead of installing screen doors in the 
apertures from the patients’ rooms to the 
porches. ) 


Preparing the Estimates 


To prepare an estimate to obtain a special ap- 
propriation for our screening project, we tried to 
arrive at a cost per square foot that would be as 
exact as possible, but were unable to find anyone 
who would venture such a figure with any degree 
of exactness. The best we could get was an esti- 
mate of 40 cents per square foot for galvanized 
iron or copper screening in pine frames. We 
finally doubled this figure on the advice of a build- 
ing contractor, and multiplied 80 cents per square 
foot by the number of square feet in the apertures 
constituting our minimum needs, hoping that we 
might get the actual cost considerably below this 
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and extend the screening somewhere near our 
maximum needs. A short time after we submitted 
our estimate prepared in this way, an extremely 
generous anonymous donor gave our Board a 
check that covered about 70 per cent of what we 
needed, enabling us to go ahead at once with the 
preparation of the specifications for the manu- 
facture of the frames. 


Problem of Upkeep Must Be Considered 


In determining the total cost of screening, the 
cost of upkeep should be borne in mind, in addition 
to the expense of installation. In cases where 
mosquito nets were used prior to the screening, 
we have found that the economy resulting from 
not having to buy the nets does not cover the cost 
of upkeep of the screening. Our cost of replace- 
ment for the mosquito nets for our 120 beds came 
to about $270 a year. As soon as we finish install- 
ing our screens we shall have to pay a full time 
employee about $325 a year just for keeping the 
screens clean. It should be noted that the differ- 
ence of $55 a year between the economy from not 
having to buy nets and the cost of keeping the 
screens clean may run considerably higher in 
many regions where the cost of labor is greater 
than here. 


Incidentally, we have discovered a very satis- 
factory piece of equipment that greatly facilitates 
the cleaning of the screens. This is a vacuum 
cleaner of the type that has a short handle, and 
the motor of which is hung from a belt over the 
operator’s shoulder. It is essential that the motor 
be separated in this way from the cleaning part 
of the mechanism, to reduce substantially the 
weight of the part that the operator has to use 
mostly at around shoulder height, over long pe- 
riods of time. At the suction end of our vacuum 
cleaner there is a brush, which may be replaced 
from time to time as necessary, and helps greatly 
in loosening the dust and other dirt from the 
screens. 


Distribution of Work 


It seemed evident to us that in working a wood 
of the hardness of mahogany it would be most 
economical to have the relatively large number 
(180) of frames that we needed manufactured at 
some shop equipped to turn these out on some- 
thing approaching a mass production basis. It was 
also apparent that the “puttering” work of install- 
ing the screens in the frames and the frames in 
the apertures could be done more cheaply by the 
carpenter in our regular employ. Also, we knew 
there would be some economy in securing the 
screening material and the bronze accessories 
direct from the manufacturers, thus avoiding the 
price increment that would have occurred had we 
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stipulated that.the outside shop furnish the 
frames complete with the screening material and 
the metal accessories. 


Specifications for Mahogany 


We asked the advice of the owners of three of 
the local shops that we knew would be interested 
in this work before preparing the specifications 
for the bidders on the mahogany frames. Our 
subsequent experience showed that this pro- 
cedure resulted in specifications that ensured the 
durable and all-round satisfactory workmanship 


that we were seeking. Stated as briefly as possi- 


ble, following are the more important points cov- 
ered by our specifications: 


1 Each aperture was given a number. Pros- 
pective bidders were given the thickness 
and width of the various parts of each 
frame, but were told that they would be 
responsible for taking the longitudinal 
measurements so that no frame should be 
more than 14 an inch larger than the cor- 
responding aperture measured in any direc- 
tion. Any frame smaller than its aperture 
to be rejected. 


2 Allapertures of the same type and approxi- 
mate size were grouped together, and the 
bidders were instructed to bid one price for 
each group. 


3 Each bidder was given the number of a 
frame for which he should submit a sample. 
(The hospital to pay for each sample at the 
price quoted.) The hospital reserved the 
right in the case of the successful bidder, 
to reject any frame not of the same quality 
or workmanship as the sample, at the sole 
judgment of the hospital. 


4 All the work to be assigned to one bidder. 


5 The hospital reserved the right to desig- 
nate the successful bidder on any basis it 
might deem advisable. , 


6 No price changes to be accepted from any 
bidder. 


7 A date was stipulated after which the hos- 
pital would not be obligated to accept or 
pay for any undelivered frames. 


8 The hospital to pay 75 per cent of the cost 
of the frames within 10 days after the final 
delivery. The remaining 25 per cent to be 
paid within the following month, (to give ~ 
us an opportunity to check the frames care- 
fully both for workmanship and fit). 


9 All the wood to be of the best quality 
thoroughly dried mahogany. 








10 No metal whatsoever to be in any frame— 
except for 2 short nails to hold each strip 
of molding temporarily in place. 


11 All the glue in the frames to be -water- 
proof. 


12 All the joints to be secured by mahogany 
pegs. 


13 Each frame to be marked with the number 
of the corresponding aperture. 


Survey with Engineer 


To be able to specify the widths and thicknesses 
for the several types of frames and prepare a 
sheet showing for the prospective bidders the lo- 
cation of the numbered windows and doors, the 
hospital’s engineer and I made a personal survey 
opening-by-opening. At the same time, we ob- 
tained the necessary data for the following 2 work 
sheets: 


1 Showing the number of square feet of 
screening in the most economical widths 
for the several groups of apertures 


2 Showing the types and sizes of metal acces- 
sories required—also by groups of aper- 
tures 


Especially the work sheet on the screening had 
to be prepared with the utmost care as at a cost 
of 20 cents per square foot just almost any mis- 
take at all would have been extremely costly. For 
instance, a typographical error in specifying a 
width of 36 inches, instead of 26 inches, would 
have meant a loss of $50 in a 300 feet roll. 


Bronze accessories were ordered throughout— 
with the exception of the copper tacks to affix the 
screening to the frames. Special attention was 
given to the spring pivot hinges for the swinging 


doors to ensure durability and as noiseless func- 
tioning as possible. In fact, these hinges at $6.28 
per pair running up to a total of $219.80, repre- 
sented nearly half of the total cost of all the meta! 


‘accessories. All the window frames were fur- 


nished with bronze hinges and bolts so they could 
be swung outward for cleaning. 


Wide Variation in Bids on Frames 


Our screening project was completed under two 
different appropriations. In the bids for making 
the frames under the first appropriation the high- 
est bid was three times the amount of the lowest 
and there were wide variations among the others, 
indicating there was considerable doubt among 
the bidders with respect to what their costs would 
be. The bids subsequently submitted under the 
second appropriation were much closer. 


Summary of Screening Costs 


The following table shows what it is costing us 
(the work is not quite completed) to screen 6,841 
square feet in 180 apertures with mahogany 
frames and 12 mesh 0.015 inch metal screening 
material: 


Cost 

180 door-and window frames’. 6.0.65... 8cceceeses $1,647.35 

Screening material, 5,561 sq. ft.* ...........00- 1,155.99 
Metal accessories (except for copper tacks, all 
bronze including nails, screws, bolts, hinges, 

ANG GOL IBUDDE)): o75,5a:6: si avorw ive eielace.ws vs wiwteelwlers:s 489.92 
Labor of installing screening. in frames, frames in 

apertures, and painting; also paint .......... 865.69 

TORRUNODEO, aos toto wiaiciors ele Sia sibs: 6 hoe RO oa Visio $4,158.95 

Average cost per aperture (180 apertures) ..... 23.11 


Average cost per sq. ft. of screening (4,949 sq. ft.) * 0.84 
Average cost per square ft. of total 6,841 sq. ft. 
within the 180 apertures .......0c0cccececss 0.60 





*NoTE: The total of 5,561 sq. ft. of screening purchased 
includes 612 sq. ft. of extra screening to take care of waste in 
cutting and leave some for subsequent replacements. The total 
oe necessary Was therefore 5,561 less 612 or 4,949 
sq. ft. 





Coming 

National Hospital Association, Houston, Texas, August 
11-13 

American Protestant Hospital Association, Boston, Sep- 
tember 13-15 

American College of Hospital Administrators, Boston, 
September 14-16 

American Hospital Association, Boston, September 16-20 


American Association of Nurse Anesthetists, Boston, 
September 16-20 


Maine Hospital Association, Lakewood, September 

Missouri Hospital Association, Joplin, October 16-17. 

American Dietetic Association, New York City, October 
20-24 

Alberta Hospital Association, Calgary, October 

Ontario Hospital Association, Toronto, October 

Vermont Hospital Association, Montpelier, October 

Saskatchewan Hospital Association, Regina, October 
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Meetings 


Kansas State Hospital Association, Salina, November 8-9 
Colorado Hospital Association, Denver, November 13 
Oklahoma State Hospital Association, Oklahoma City, 
November 16-17 
Utah State Hospital Association, Salt Lake City, Decem- 
ber 5 
1941 


Texas Hospital Association, Galveston, February 27, 28, 
and March 1 

Association of Western Hospitals, San Francisco, Cali- 
fornia, March 3-6 

New England Hospital Assembly, Boston, March 12-14 

Iowa, Nebraska, and South Dakota Hospital Associations, 
Sioux City, Iowa, April 

Southeastern Hospital Conference, New Orleans, Louisi- 
ana, April 17-19 

Mid-West Hospital Association, Kansas City, Missouri, 
April 24-25 

Tri-State Hospital Assembly, Chicago, Illinois, May 7-9 
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Setting Up a Supply System 


WARREN P. MORRILL, M.D. 


more dependent on economy in the use of 

labor and supplies than in their purchase. In 
the purchase of supplies the selection of the type 
best fitted for its function is more important than 
price alone. Stated otherwise, the cost per unit 
of use is more important than the cost per unit 
of purchase. 


F ine ve in operation of the hospital is far 


The cost per unit of use can be determined only 
by careful records of the use of supplies by the 
consuming departments, and comparison with the 
service given by that department. Thus the cost 
of rubber gloves per gross, of drugs per ounce, or 
of gauze per yard are of little importance com- 
pared to the cost of gloves per hundred operations, 
the cost of drugs per hundred days of treatment 
on a medical ward, or the cost of gauze per hun- 
dred days’ treatment on a surgical ward. It is 
this type of information which furnishes a sound 
guide in selection of type of supplies to be pur- 
chased, in accurate figures as to consumption and 
cost per unit of service, in control of waste, and in 
estimates of amounts to be purchased. They also 
serve as a sound basis for budget making. They 
may even be made the basis of a bonus system for 
sub-executives, based on their decrease of cost of 
supplies per unit of service. If such sub-execu- 
tives know that accurate records are kept of the 
supplies consumed under their direction, it is 
almost inevitable that they will be more economi- 
cal in their use than if no such records are kept. 


There are three requisites for a proper supply 
system, a properly located and arranged store- 
room, an effective stock record system, and a 
reliable storekeeper. 


Store Room 


The space required for a storeroom may vary 
from eight square feet to fifteen square feet per 
bed in the institution, depending on the purchas- 
ing policies of the institution and the extent to 
which food supplies are handled as a part of the 
System. 






August, 1940 


The Author 


@ Dr. Warren P. Morrill is a member of the 
Headquarters Staff of the American Hespital 
Association, Chicago, Illinois. 





Ordinarily there are two distinct sections of 
the storeroom—one for receiving and storage of 
supplies as received, in bulk or in original pack- 
ages, and an issue section for active service of 
issue, and the keeping of records. The two sec- 
tions may be in the same or in separate rooms, 
but in any case a rather distinct separation of the 
two types of storage should be maintained in 
order to keep at a minimum the total area of the 
issue section, and therefore the labor, involved in 
order picking. The reserve storage section will 
usually serve as receiving room; at least for the 
more bulky packages, and will require platform 
scales, a warehouse truck, and a minimum of 
shelving. 


If both sections are in the same room it should 
be convenient to the receiving entrance. If in 
separate rooms the receiving sections should be 
convenient to the receiving entrance, the issue 
section convenient to internal travel routes. 


The active store section should be supplied with 
a well-considered set of shelving preferably of the 
adjustable steel type. Single shelves along the 
wall should be twelve inches to eighteen inches 
wide. One section might well have a work shelf 
about thirty inches wide and high enough from 
the floor to permit the storage of barrels, each on 
a dolly, under the shelf for such supplies as clean- 
ing powder, soda, and the like. Double width— 
24 to 36 inches wide—may well be used in wing 
sections, set at right angles to the outer wall, and 
with just sufficient space between wings to permit 
of easy access and removal of articles from the 
shelves. This arrangement will usually be found 
to be the most economical of space and labor. 
Near the issue door there should be located an 
ample supply of small drawers or shelves for the 
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accommodation of the smaller articles. The prin- 
ciple of arrangement of the entire space should 
be to place the smaller and most frequently issued 
items closest to the issue shelf, and the store- 
keeper’s desk and records convenient to and in 
full view of the issue entrance. 


Shelf sections should be lettered or numbered, 
and this space designation may well be placed on 
the stock record card. It may require some trial 
and error experience to determine the proper 
space allotment for each.item, and it may be found 
convenient to use a rough departmental supply 
classification in order to minimize time required 
for picking orders from the various departments. 


Records 
The basic records needed are four— 


1 Purchase order 

2 Internal requisition 
3 Issue invoice 

4 Stock record card 


Purchase Order 


Whether purchases are made by the superinten- 
dent or by a designated purchasing agent, they 
should all be made on a signed purchase order, 
serially numbered and with sufficient carbon 
copies to permit one to be sent to the storekeeper. 
This will require an original and at least three 
carbons—original to vendor, one copy each for 
storekeeper, purchasing agent, and accounting 
office. When goods are received they are checked 
by the storekeeper against his copy of the pur- 
chase order and entered with unit price on the 
appropriate stock record card, after which the 
checked purchase order is forwarded to the ac- 
counting office. In the larger institutions a sub- 
sidiary “back order” form may be a convenience. 
When shipment is received it is often incomplete. 
In this case the storekeeper may either hold his 
copy of the purchase order until delivery of 
“short” items, or he may make out a “back order” 
and send to the accounting office the checked 
purchase order accompanied by a copy of the 
“back order.” This saves delay in reaching the 
accounting office and permits the accountant to 
complete his records promptly, at the same time 
leaving the storekeeper a record of items still due. 


Internal Requisition 


This is a simple request form made out and 
signed by the head of the unit desiring supplies. 
It has spaces for date, designation of unit, list 
of amount and kind of supplies desired, and signa- 
ture. In some cases it may be required to be 
countersigned by the head of the department. 
When received at the storeroom, the order is 
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picked from stock and in some cases the entries 
for the stock record are taken direct from the 
requisition. This is not recommended as there are 
too many chances of loss and possibilities of dis- 
pute. It is preferable for the storekeeper to make 
out and send with the goods a separate “issue 
invoice.” 


Issue Invoice 


This is a record entirely comparable to the sales 
slip in general use by retail stores. It provides 
space for date, name of department receiving the 
goods, and number, kind, and price of each article. 
The slips are usually serially numbered and made 
on an ordinary sales machine in triplicate, the 
original to accompany the delivery of the goods, 
one copy to be sent to the accounting office, and 
one copy retained by the storekeeper as a voucher 
to his stock record or inventory. 


Stock Record 


Any perpetual inventory system requires a 
record, usually a card, made out for each article 
carried in stock. This record usually shows in the 
heading the name of the article, size, specifica- 
tions, unit of purchase and of issue, and the stock 
limit, that is, the minimum amount to be carried 
on hand. The conventional stock record card for 
sale by stationers shows simply the date and 
amount of purchases and receipts, price and 
balance on hand. If this card is used, the amount 
of supplies issued to each consuming unit must 
be kept in a separate record. More convenient is 
a larger card—814x11 inches—ruled to show date, 
receipts or issues, and price per unit; the right 
hand portion of the card ruled in vertical columns, 


one column for each consuming unit. A letter-’ 


size card, fitting the ordinary letter file drawer, 
will permit from twenty-five to thirty of these 
consuming unit columns, and will thus be adequate 
for a hospital up to about 250 to 300 beds. A 
wider card, say legal size, 814x14, will accommo- 
date up to forty consuming departments and thus 
may be used for hospitals up to four hundred or 
five hundred beds. 


The advantage of this type of record is that it 
combines both the storeroom inventory and the 
consumption of supplies by the various units in a 
single record and thus materially reduces clerical 
labor. At the end of each month the issues to 
each unit may be totalled, giving the total con- 
sumption of that particular supply for each con- 
suming division of the hospital, whether it be 
boiler room, ward, accounting office or operating 
room. 


The entries for this record are derived from the 
invoice or checked copy of the purchase order in 
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Stock Record Card 


case of receipts and from the issue invoice in the 
case of issues. Since both the accounting office 
and the storeroom have copies of both the checked 
purchase order and the issue invoices the clerical 
work may be done by the personnel of either as 
seems desirable in the individual institution. If 
it is thought more convenient to have the stock 
record kept in the accounting office the records of 
goods received will be made after the storekeeper 
has checked the receipt of goods on the invoice. 
A variation in checking the receipt of goods may 
be made by making the purchase order in quad- 
ruplicate and giving two copies to the storekeeper 
—one to be used to check goods as received, and 
the other to be retained by him. In this case it 
will be necessary for the accounting office to com- 
pute the cost per unit—including delivery costs, 
and notify the storekeeper of these prices in order 
that he may use them on his issue slips. One 
hospital using this variation goes so far as to 
move the carbon sheet for the copies of the pur- 
chase order going to the storekeeper to the right 
such a distance that the amount purchased will 
not print on his copies. Having no information 
as to the amount ordered the storekeeper must 
count, measure, or weigh every article received 
and enter this amount in the amount column. 


When goods are received by storeroom they are 
charged to storeroom. As goods are issued charges 
are made on stock record card, but it is not neces- 
sary to make the charge to the department re- 
ceiving same until the end of the month. The 
total issues for the month to each department are 
recapitulated and charged to the department by 
a single entry. 


Such supplies as go directly to the department 
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using them; that is, fuel, new equipment, etc.; 
should be received technically by the storekeeper 
but delivered direct to the department concerned 
and notation of such action made on the invoice 
or purchase order, as the case may be, and charged 
directly to the department to which the supplies 
are delivered. 


The total issues for the month, the balance on 
hand, and the stock limit (determined by rate of 
consumption and time required for delivery), give 
accurate data for determining when and how 
much to buy. This information alone has in some 
instances made it possible to reduce the amount 
of stock on hand by as much as thirty per cent, 
and is an effective check against running short of 
needed supplies. 


Storeroom Operation 


The personnel required to operate the system 
is somewhat variable, depending on the plan of 
operation, as well as on the size of the institution. 
In one 200-bed institution, one storekeeper and a 
combined assistant and delivery boy were found 
entirely adequate. In this instance all consuming 
departments were required to send their requisi- 
tions to the department by 9:00 a.m. The orders 
were then assembled, issue invoices made, and 
orders delivered by the delivery man. This 
obviated the interference and waste of time which 
is inevitable if the requisition is brought to the 
storeroom by the personnel of the consuming unit, 
and they are permitted to wait for the assembling 
of the supplies. Under this plan it was usually 
possible to make all deliveries by noon, leaving the 
afternoon clear for clerical work, rearrangement 
of stock, replenishing of stock from reserve sec- 
tion, etc. 






89 





If well-planned, it is seldom necessary for any 
department to draw supplies more frequently than 
on alternate days. In order to balance the load on 
the storeroom force, Monday, Wednesday, and 
Friday were designated as “ward supply” days; 
Tuesday, Thursday and Saturday for other divi- 
sions of the hospital. 


When first established it was found that the 
number of emergency requisitions exceeded the 
number of routine requisitions. Analysis of the 
emergency requisitions revealed that the vast 
majority of them were due to “forgot to order,” 
“did not know I was out,” etc. This was corrected 
by making a standard list of the supplies in three 
sections: 


A Those issued as a routine and on the sig- 
nature of the head of the individual unit 
—head nurse, for instance. 


B Those only occasionally issued but charg- 
able to the division as equipment; linen, 
stethoscope, etc. Requisitions for this 
type of supply were required to be signed 
by person next higher in authority than 
the maker. 


C Supplies not carried in stock and only 
occasionally required. Requisition to be 
signed by the head of department and 
approved by the superintendent for 
purchase. 


Lists were supplied to all personnel authorized 
to sign requisitions, and they were expected to use 
the authorized nomenclature and unit designation 
in making up requisitions. This list also served 
the makers of requisitions as a convenient check 
list and thereby eliminated much of the “for- 
getting.” 


A further check was the requirement that 
emergency requisitions were required to be coun- 


tersigned by the head of the department con- 
cerned. This, with the necessity of explaining 
why it was an emergency, also had a salutary 
effect. The general result was that about ninety 
per cent of the emergencies disappeared, and the 
total number of requisitions handled by the store- 
room was decreased by fifty per cent. This, of 
course, decreased the work of the storeroom in an 
almost equal amount. 


The storekeeper should be carefully selected 
and adequately paid. In the hospital of less than 
fifty beds a well trained nurse can manage the 
storeroom on a part time basis, with scheduled 
hours in the storeroom. Larger than fifty beds 
and up to 125 or 150 beds it may be well to secure 
a registered pharmacist as storekeeper and com- 
bine the two jobs with a single assistant. In hos- 
pitals larger than 150 beds two persons may be 
required in addition to the pharmacist, and the 
pharmacy may be operated either independently 
or as a part of the store system. In any case the 
drug supplies as purchased should be kept in the 
storeroom and issued and charged to the phar- 
macy in original packages since the difficulty of 
accounting for broken packages makes the cost 
too high to be practicable for the pharmacy dis- 
pensing section to maintain a perpetual inventory. 


In any case, supplies cost money and it is 
quite as important to account for ten cents’ worth 
of supplies as it is for ten cents in currency. It 
is not so much necessary to guard against pilfer- 
ing supplies as it is to prevent their wasteful use. 
When every user of supplies knows that all sup- 
plies are charged to his or her division, and that 
an analysis of the use and costs of these supplies 
is to be made every month, it is only human nature 
for that purson to be a little more careful in the 
use of supplies. And if some form of bonus sys- 
tem, such as an extra day off duty, is added for 
rate of improvement, they become positively 
“hardboiled” about the matter. 





A New Experience for Hospitals 


The Memorial Hospital of Houston, Texas, of 
which Robert Jolly is administrator, received the 
following interesting letter during the month of 
June: 


“Dear Sirs: 

“While in your institution I appropriated a couple 
of fruit juice glasses and took them away with my 
luggage. I now deeply regret having done this, and 
enclose herewith twenty cents in stamps, which I feel 
would cover the value of the glasses. 

Sincerely yours,” 


Bob Jolly says this is a new experience all 
right, but the conscientious patient did not send 
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enough stamps. The glasses which were taken 


cost fifteen cents each. 
—_—_—_—>—___. 


Dr. MacEachern's Book Reprinted 


HOSPITAL ORGANIZATION AND MANAGEMENT, 
by Dr. Malcolm T. MacEachern, has been re- 
printed. 


This is striking evidence of the popularity of 
this valuable text book among hospital people. 
Probably no other American book on a hospital 
subject has necessitated a second printing. While 
this new volume is not to be regarded as a revised 
edition, it has been brought up-to-date in sev- 
eral departments. 
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Hospital Fire Hazards 


GLENN ROWELL 


the place to expect any material degree of 

danger to life from fire or explosion. In thea- 
ters and other places of public essemblage, he has 
become accustomed to the possibility of fire and 
panic through warning notices and exit signs 
posted conspicuously about the premises. He en- 
ters the hospital, however, with no thought of 
such danger. Quite to the contrary, it is to him 
a haven where his ills or physical troubles will 
be cured. In brief, he unconsciously assumes that 
every safeguard for his well-being will be and is 
thrown around him when confined to bed and in 
more or less of a helpless state. This is as it 
should be, as the person requiring hospital treat- 
ment should not have his condition aggravated by 
other cares and worries. 


T: the average individual the hospital is hardly 


Yet a study of the fire record of hospitals and 
sanatoriums indicates that fires occur in such 
institutions at the rate of more than one a day. 
It might be argued that the majority of these fires 
occur in old buildings of inferior construction. 
Nevertheless, the modern hospital contains an im- 
posing array of hazards readily comparable with 
a manufacturing plant involving dangerous proc- 
esses and requires safeguards other than those 
provided by the building itself. These facts em- 
phasize the responsibility and duties the hospital 
staff assumes in assuring safety to their patients. 


Features That Have Contributed to Loss of Life in 
Hospital Fires 


The principal features which have contributed 
most toward the loss of life in hospital and sana- 
torium fires is, of course, inferior construction 
which permits rapid spread of fire from one part 
of a building to another. Hospital committees 
planning future extensions or complete new build- 
ings must bear this in mind and plan only for 
fireproof construction. with all floor openings 
properly enclosed. 


Fire Hazards in the Operating Room 


There is no department in a hospital where the 
need of safeguards is so essential as the operating 
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room. The danger of explosion, possibly resulting 
in fire, of combustible anesthetics mixed with air 
and oxygen or nitrous oxide have been known 
since the first use of ether anesthesia by inhala- 
tion, but in spite of this many hospitals have done 
nothing to lessen the hazard involved. The pa- 
tient under anesthesia is entirely helpless and, 
therefore, wholly dependent upon the operating 
room staff, yet many members of these staffs still 
are laboring under a false sense of security due 
usually to the use of some small preventative 
measure that they may have taken. One thing to 
be remembered is that explosive gases such as 
cyclopropane, ethylene, ethylchloride and ether 
cannot be used without hazard even though every 
reasonable precaution has been taken. All we 
can do is lessen the hazard involved by making 
use of as many safeguards as we possibly can. 


Anesthetic Gas Explosions and Their Causes 


Recently, the fact that explosions of anesthetics 
do occur has become public knowledge and as a 
result a good many hospitals have already at- 
tempted to lessen the hazard. 


The majority of these explosions have three 
causes: (1) the discharge of static electricity; 
(2) the cautery; and (3) the use of improper 
electrical equipment. Static electricity without a 
doubt has been the principal offender and is also 
the most difficult te control. The danger of it 
accumulating in sufficient quantities to form a 
spark hot enough to ignite these gases may be 
eliminated to a large degree by proper humidifi- 
cation of the air. This requires maintaining a rel- 
ative humidity of at least 60 per cent which is 
comparatively simple during cold weather but 
necessitates the installation of both humidifying 
and cooling equipment during hot weather inas- 
much as an operating room would be most uncom- 
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fortable with summer temperatures of 90 degrees 
or more and a relative humidity of 60 per cent. 
Many persons have thought that the humidity 
during summer months is sufficient to eliminate 
the formation of static, but experience has proven 
that this is not necessarily true as explosions so 
caused have occurred and tests made have shown 
inside relative humidities as low as 30 per cent 
are possible even while it was raining outside. 


Humidifying equipment of many types is avail- 
able today but care must be used to ascertain that 
the unit purchased is of the proper type of use 
in an operating room. The small inexpensive 
portable type must be equipped with explosion- 
proof electrical equipment before it can. be safely 
operated in a room using explosive anesthetics. 
Undoubtedly the best possible installation is that 
employing a duct system with the machinery lo- 
cated outside the operating room itself. Many 
doctors dislike disturbing noise which might be 
caused by the portable unit but can be eliminated 
with the duct system. 


Ways in Which Static Electricity Is Generated 


Static electricity is generated in. many sub- 
stances, some of the principal offenders being 
woolen blankets, the rubber tubing and rebreath- 
ing equipment, nurses’ clothing and last but not 
least the patient’s hair. 


Woolen blankets should not be used unless they 
have been warmed in a special humidified warm- 
ing closet or have been thoroughly dampened be- 
fore being warmed, because a dry woolen blanket 
when unfolded or subjected to movement is alive 
with static electricity. It is safer to use cotton 
blankets for shock treatment of anesthetized 
patients. 


The passage of gases through the rubber re- 
breathing equipment generates static electricity 
which has been found to measure as high as 3,900 
volts. This, of course, can only be controlled by 
the use of a material conductive of electricity in- 
stead of the rubber we have today. We can, how- 
ever, safeguard the use of the present type of 
equipment by remembering the following sugges- 
tions. Keep the face mask dampened. Never 
remove the rebreathing bag without keeping a 
firm grasp of both the bag and the tubing to form 
an. electrical path through your body for a suf- 
ficient length of time to bleed off any accumulated 
current. Care must be exercised when removing 
the face mask to assure an electrical path from the 
mask through your body to the patient’s head. 


The clothing worn by nurses also has been re- 
sponsible for explosions. Silk is the principal 


92 


offender. Silk hose insulate the body. Some hos- 
pitals have reduced this hazard by furnishing 
special shoes with copper rivets through the soles 
and cotton stockings. Walking to and from the 
sterilizing equipment is often sufficient to gen- 
erate 4 dangerous charge of static. 


Some hospitals are binding the hair of patients 
with a linen tape, turban fashion, to remove that 
hazard. Human hair when combed or stroked is 
a good generator of static. Cases on record show 
that this type of accident usually happens follow- 
ing removal of patient to room or ward upon com- 
pletion of an operation. Everyone must be cau- 
tioned to guard against the possible stroking of 
hair before all anesthetic gases have been ex- 
hausted from the patient’s lungs. 


Properly humidified atmospheres reduce the 
likelihood of static electricity forming in danger- 
ous quantities because moist air permits the cur- 
rents to bleed off to the ground before they are 
of sufficient magnitude to form a spark hot 
enough to ignite the gases. When you do have a 
means of controlling the humidity in your oper- 
ating rooms be sure that you also have either an 
automatic means of keeping the proper percentage 
of moisture in the air or an accurate instrument 
to measure the exact amount of moisture present. 
Equipment which cannot be depended upon to 
maintain proper conditions might be worse than 
none at all as it is sure to result in a false sense 
of safety. 


Hazards Created by Use of the Cautery 


The second possible cause is probably the cau- 
tery. This instrument can never be safely used 
upon a patient anesthetized by one of the hazard- 
ous gases. The use of surgical diathermy or x-ray 
must be considered in the same class as the 
cautery. 


Improper Electrical Equipment 


The next cause of such accidents is improper 
electrical equipment such as lights, switches, mo- 
tors and clocks. 


There are means today to eliminate this cause 
through the use of special equipment developed 
during the past decade, but few hospitals have 
availed themselves of this opportunity to install 
this equipment. 


One frequently sees the mercury tube switch 
being installed because of the mistaken belief that 
it is safe to use. This switch has only one ap- 
parent advantage and that is the snap has been. 
eliminated making its use noiseless. 
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Electric Clocks 


Almost all hospitals have an electric clock on the 
wall. This should never be permitted unless the 
clock is housed in a gas tight glass enclosure ac- 
cessible only from outside the operating room 
itself. All electric switches, convenience outlets, 
motors, controllers or lights used in the presence 
of these gases should be of the type approved by 
the testing laboratories for use in a Class I— 
Group C or D atmosphere. It is common practice 
now to group as many of the switches as possible 
at a control panel mounted outside in a hallway 
or separate room in order to permit the use of 
ordinary equipment. 


The Surgical Lamp 


The most important single electrical device is 
the surgical lamp, and I am pleased to be able to 
say that we now have such light sources that not 
only are safe to use but are also much better all 
around sources of illumination than anything pre- 
viously developed. Please bear in mind that bright 
light is not always good light. Unless color and 
distribution of the light rays are correct, the light 
may be useless for surgical work. These units 
have been designed in an attempt to not only have 
a safe source of illumination but also a better one. 


Many people scoff at the idea of the ordinary 
surgical lamp being dangerous, because they say 
that it is fastened to the ceiling and the gases 
fall to the floor, making it impossible for them to 
gather inside the lamp housing. This stand had 
some backing when ether was the only anesthetic 
used but the more commonly used gases today are 
sv little heavier than air that they bounce about 
the room and may accumulate in explosive pro- 
portion almost anywhere. 


Explosion Proof Type of Outlets 


The convenience outlets used to connect the 
portable type of appliance should be of the ex- 
plosion-proof type and this will necessitate the 
use of the special attachment cap for all devices 
to be plugged in. A short time ago I had occasion 
to visit a hospital that had recently installed these 
safe convenience outlets and found that some one 
had destroyed the attempt at safety by extending 
ordinary lamp cord from these outlets to brass 
lamp sockets. This was done to permit the use 
of head lamps and other appliances equipped with 
the common two prong receptacle cap. They ap- 
parently never had given a thought to the need of 
replacing the caps with the safe ones. The head 
lamp too should never be used. Its use is an ad- 
mission of the need for better illumination which 
might safely be had through the use of the new 
Surgical lamp now available. 
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Motor Driven Equipment 


As yet, little has been done to make safe the 
electric appliances used in the operating rooms, 
especially those that are motor driven. All equip- 
ment of this type should be approved for use in a 
Class I, Group C or D, location. Naturally, the 
manufacturers of this type of equipment hesitate 
to make changes in their product before a suffi- 
cient number of requests for such a change has 
been received from their consumers, so we cannot 
blame them alone for the fact that unsafe elec- 
trically operated devices are still being sold 
throughout the country. Hospital administrators 
in reality are more at fault as it is through their 
initiative requests that new surgical equipment 
is developed. 


If a joint committee composed of representa- 
tives of the American Hospital Association and 
the manufacturers could meet with the engineers 
of the Underwriters’ Laboratories and correlate 
ideas on the types of devices required to safe- 
guard our hospitals, there is no reason why we 
could not within a very short time replace all of 
the present hazardous appliances used in so many 
of our hospitals. 


Smoking 


Safeguarding the operating room itself is not 
enough. So many hospitals permit smoking in 
rooms adjoining. It is quite common to find the 
expectant fathers’ waiting room where smoking 
is permitted adjacent to the delivery room. In 
some cases the doctors too have their rest room 
communicating with the operating room. This 
should be changed and smoking should never be 
permitted in any room likely to contain any of 
these gases. 


So many people have the erroneous idea that 
their sense of smell will warn them of dangerous 
concentrations. This is not always true as many 
of those persons lucky enough to survive gas ex- 
plosions have stated that they were unaware of 
the gaseous condition preceding the explosion. 


Matches and other smoking materials should 
be removed from the room of a patient as his 
lungs may contain an explosive mixture for quite 
some time following an anesthesia. The length 
of time, of course, depends a good deal on the rate 
of respiration. A healthy pair of lungs will dis- 
charge these gases quite rapidly, but it may take 
quite some time for weak lungs to discharge them. 


X-ray Films 


There are two things in addition to the hazard 
of anesthetics which I wish to mention before 
closing and they are the storage of nitrocellulose 
x-ray film and the use of oxygen tents or rooms. 
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You all remember the Cleveland Clinic disaster 
and I am sure none of us want anything similar 
to happen again, but there are hospitals in this 
area where quantities of nitrocellulose film are 
stored. Many doctors now are using the acetate 
base film which is safe to store inside but the old 
files of nitrocellulose film should be moved out of 
the hospital buildings just as fast as possible and 
placed in film vaults either on the roof of the 
building or in a small detached building used for 
no other purpose. 


Oxygen 


Oxygen when under pressure will ignite spon- 
taneously on contact with oil or grease. Care 
must be exercised especialy in oxygen rooms or 
compartments that radiators or plumbing fixtures 
using lubrication in any form be located outside 





the room. Lighting should be by means of outside 
lights arranged to shine through a glass panel or 
ceiling. The patient should never be given an 
alcohol bath inside an oxygen room or tent. The 
oxygen tent is just as effective as the room and 
eliminates many of the hazards. The tent should 
be of flame-proofed material, which may be ac- 
complished by immersing the tent in a solution 
of mineral salts such as ordinary borax. Use sat- 
urated solution and let the cloth absorb as much 
as it can. 


I strongly urge our hospital people to take an 
inventory of the conditions as they exist and make 
some plans for future improvements which will 
lessen the existing hazard. Whatever you do re- 
garding structural changes, make sure that no 
member of your staff is living in a sense of false 
security. 
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Where to Stay in Boston 


During your stay in Boston for the Forty-Sec- 
ond Annual Convention of the American Hospital 
Association, this September 16-20, make a hotel 


your home. Boston’s hotels are conveniently lo-' 


cated—palatial hotels for sophisticated tastes, 
world famous hotels, important hotels offering 
every convenience and comfort, and homelike 
hotels which are comfortable and modestly priced. 
Each is ready to welcome you and to make your 
visit pleasant. 


The headquarters of the American Hospital 
Association and the associations meeting concur- 
rently are as follows: 


Hotel Statler 
American Hospital Association 
American College of Hospital Adminis- 
trators 


The Copley Plaza 
American Protestant Hospital Association 
Hospital Industries’ Association 


Hotel Touraine 
American Association of Nurse Anes- 
thetists 


The Somerset 
American Occupational Therapy Associa- 
tion 


Of the following twenty-eight hotels recom- 
mended by the Boston Chamber of Commerce, 
those marked with an asterisk are within easy 
walking distance of the Convention hall. 
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Hotel Single Room Double Room 
The Ritz. Carlton™ « ¢s.0 6. osc ces $5.00 $8.00 
The Copley PIAZA*® . 5.6568 cesses 4.00 6.00 
TEGGCTSLAIOR oc bce oeisies Gelsia'e o's 3.50 5.00 
Hotel, TOURING 2365606 cess ews 3.50 5.00 
ane Parker HOuUse . 5.0666 3 5 veces 3.50 5.00 
Kenmore Hotel .... <a cesses ves 3.50 5.00 
HIOtel PUTIAN 6.6 sce eesies cone 3.50 5.00 
PUNO SS OMIOTROG,  5o5!e.6/ oe s2h ov atoceie evs 8.50 5.00 
Hotel Beaconsfield ............. 3.00 5.00 
Hotel Continental .... ccc ees 3.00 5.00 
TUGUONMMEDBRALC cise foe saisce es 3.00 5.00 
Hotel Lincolnshire ............ 3.00 5.00 
THO ISNEEBUON 4.05 x oles eereverstecoes 3.00 5.00 
Hotel Bradiord™ 2.06. ci esc ccs 8.00 4.50 
POU OROOWAIC 5.5550. </s.5:)5.0.6 2e-0-eF ere 3.00 4.50 
Hotel Brunswick” 2.256 008 lees 3.00 4.00 
The Commander Hotel.......... 3.00 4.00 
The Myles Standish............ 3.00 4.00 
HOtOMenOR® cick cers ss ce eicine se 2.75 3.50 
Hotel Westminster* ............ 2.50 4.00 
Copley Square Hotel*........... 2.50 4.00 
Hotel Buckminster ...:.:.0.0:00 060 2.50 4.00 
EGU AV ORO DIR: 50s 6. 5:50 00: stots ora ete 2.50 4.00 
PAOUCUEAM OLY oo 0) 500s: bigse'e 6 olouererete 2.50 3.00 
IGUCl MIATIBCY 4. aiseee cece asics 2.50 3.50 
Hotel Commonwealth ........... 2.00 3.00 
Hotel Wasexk: 06. ss Coe ere 2.00 3.00 
Hotel "MINCKVA. 666.6) 65S sersie news 2.00 3.00 


The rates quoted are the minimum per day for 
a room with private bath. There are also some 
rooms without bath at lower rates. For further 
information communicate with J. Paul Foster, 
Manager, Convention Bureau, Boston Chamber of 
Commerce. Make your reservations now. Do not 
delay. 


On to Boston in September! 
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cian to review his experience in groups of 

diseases at frequent intervals. Various aids 
have been. devised to facilitate the laborious proc- 
ess of repeatedly summarizing case records. These 
aids are found in a wide variety of filing systems, 
simple or complex, in which groups of cases re- 
quired for study are classified. The most compli- 
cated and likewise most complete method is the 
so-called “punch card system,” which is used by 
some of the larger institutions. This system is 
most valuable in the analysis of very large 
groups of cases. In smaller groups of cases 
it is found to be too cumbersome, imper- 
sonal, and inexpensive to be generally applica- 
ble. The purpose of this communication is to 
describe a simple and inexpensive method of clin- 
ical analysis that has been found most valuable 
in the study of the various groups of tumors at 
The New York Hospital. In reporting this sys- 
tem the author claims no originality. It has so 
simplified the continuous study of the tumor pa- 
tients, however, that it may be worthy of publica- 
tion. The system has been in use for five years, 
and is applicable to any group of cases to be fol- 
lowed over a long period. 


|" is necessary for every well informed physi- 


Card Abstracts 


The clinical record of each case is abstracted 
on the front of a three inch by five inch card. This 
abstract contains only the positive data required 


_ History No. 6357 


Int. mild rectal bleeding, 10 mo. Int. abd. cramps, 
* 3.mo. Wt. loss 17 1lbs., 10 mo. 

Exam: Gen. cond. good.. Physical neg. Proctoscopic-- 
nodular lesion 15 cm. above sphincter, biopsy 
showed adenoca. 

Op: 1. Exp. lap., trans. colostomy 10/29/32. 

2. Resection and end te end anastomosis 11/29/22. 
Mass 5 cm. dia. mid-sigmoid. No metastases. 
3. Closure colostomy 1/22/33. 2 
Path: Adenoce.‘of rectum, grade 3, $-32-233. 
Course: Uneventful, no complications. Disch. 2/15/33. 





Front of card 
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for analysis or study. It is not necessary to enter 
the negative findings if the information is pre- 
sented accurately. On the back of the card the 
follow-up data are recorded briefly at yearly or 
half-yearly intervals. 


Filing System 


A separate file is kept for each disease under 
consideration. The cards are arranged alpha- 
betically under the year of admission, or year of 
operation if the patient was operated upon. Fur- 
ther analysis is made possible by placing colored 
clips on the upper edge of the individual card to 
indicate the important factors being analyzed. A 
key card which indicates the significance of each 
colored clip is placed in the front of the file. Thus, 
a black clip in the upper left corner of the card 
denotes a death; other clips mark three or five 
year cures, and still others the type of operation, 
presence of metastases, recurrences, and so on. 
Both operable and inoperable cases are included 
in. the files so that the entire experience of the 
hospital with each type of disease is available for 
study. The service on which the patient received 
treatment may be indicated by using cards of dif- 
ferent colors. 


To illustrate the use of the files, let us suppose 
that we wish to review our experience in cancer 
of the colon and rectum at yearly intervals. The 
records of the living cases are obtained from the 
record room, and the follow-up data brought up 
to date on the back of each card. If the patient 
has reached the three or five year survival period, 
this fact is indicated by attaching the proper col- 
ored clip. If the patient has died, a black clip is 
placed on the card, and the date and cause of 
death entered on the back. This card does not 
have to be removed from the file again, but re- 
mains in its place to enter into the vital statistics 
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le regular, no recurrence. 


- Now 3 yr. cure. 
currence. 
mce. Now 5 yr. cure. 


n excellent. No recurrence. 


Wo recurrence. 





Back of card 


calculated at yearly intervals. With the entries 
on the old cases completed, card abstracts are then 
made for all of the new cases of cancer of the 
colon and rectum admitted to the hospital during 
the past year. These cards are appropriately 
clipped, and filed alphabetically under the year of 
operation, or if unoperated, the year of admission. 
It remains a simple matter of counting cards and 
colored clips to calculate the vital statistics in 
this disease. Further, one may readily compare 
the results obtained from year to year. With the 
help of a secretary, the experience of a group of 
five hundred cases can. be reviewed and brought 
up to date in a few days out of each year. 


Pathological File 


At The New York Hospital it has been found 
convenient to arrange the microscopic sections of 
the various tumors in a separate file parallel to 
the clinical card file. This facilitates review of 
the pathology of the entire group, or of any par- 
ticular case. 


Photographic File 


Colored photographs are taken of almost all of 
the patients with tumors and of the gross patho- 
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Key Card 


logical specimens. These photographs are filed 
parallel to the clinical and microscopic files. In 
this manner all essential data on the various 
groups of tumors can be accommodated in one 
drawer where they are readily available for study 
or demonstration. (Fig. 4.) 


Comment 


The filing system described is reliant for its 
information upon an efficient follow-up depart- 
ment. The cooperation. of the follow-up depart- 
ment at The New York Hospital is evident in the 
remarkably high percentage of patients followed. 
Out of two hundred forty-nine cases of cancer of 
the breast, only four have been lost; out of two 
hundred sixty-four cases of cancer of the stomach, 
nine have been lost; and out of three hundred 
forty-two cases of cancer of the colon, two have 
been lost. In the shifting population of New York 
City such a follow-up record is truly remarkable. 
Knowledge of what happens to ninety-eight per 
cent of cancer patients assures a high degree of 
statistical accuracy. It is hoped that others may 
find this system useful in. studying groups of dis- 
eases over a long period of time. 
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Prenatal Care—A General Consideration 


RUPERT E. ARNELL, M.D., F.A.C.S. 


antenatal or antepartum care, is not a mod- 

ern development. It dates back almost to 
the beginning of medical history, at least in the 
form of respect and consideration for the preg- 
nant woman. In a work of Hindu midwifery 
written a thousand years before the Christian era 
refusal to grant to a prospective mother the 
things she desired, so that her unborn child might 
not be malformed or otherwise defective as the 
result of her frustration, was listed among the 
seven causes of all diseases of mankind. 


Piisstenatal care, which is also described as 


The ancient Greeks were accustomed to bow 
down, before a woman approaching maternity and 
to grant to her many special privileges. Her 
person and her house, according to their records, 
were considered sacred, physical injury to her 
was punishable with death, and criminals who 
sought sanctuary under her roof could not be 
molested in her presence. 


From a more scientific standpoint, the “Ebers 
Papyrus,” which is one of the oldest medical 
works in existence, wisely advised the expectant 
mother to avoid rich food, exercise to excess, and 
“unpleasant sights, smells and sounds.” In a 
treatise on the prevention of abortion Hippocrates 
stressed the dangers of purgation and coitus in 
pregnancy and the deleterious effects of fear, 
anger, and excitement. 


Modern prenatal care dates from the founding 
of the first prenatal clinic at the Dublin Maternity 
Hospital in 1858. Such clinics are now a routine 
provision at all maternity hospitals, as well as at 
many general hospitals which have obstetric ser- 
vices, and careful prenatal supervision is part of 
the care which obstetrician and general practi- 
tioner alike give to their private patients. 


Certain considerations operate in America to 
keep the maternal and infant death rate higher 
than it should be. For one thing, this is a very 
large country, and the excellent obstetric facili- 
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ties of certain sections and communities are by 
no means universal. In some communities, as a 
matter of fact, there are no facilities at all. In 
the second place, the high proportion of negroes 
in certain areas of the United States plays some 
part in raising the death rate of the whole coun- 
try and an important part in raising it in those 
special sections. Finally, and perhaps most sig- 
nificant, this is not a totalitarian nation and our 
freedom to do as we please includes the right of 
pregnant women to have babies under circum- 
stances of their own choosing, however detri- 
mental to their own and their children’s interests 
those circumstances may be. In spite of these 
adverse considerations, American medicine has 
made its greatest contribution to the specialty of 
obstetrics in the field of the care and supervision 
of the pregnant woman, and it seems something 
more than coincidence that this nation, to which 
the world looks today for the preservation. of 
modern civilization, should also take the lead in 
measures for the preservation of the race. 


The American College of Surgeons is a group 
of qualified specialists, it is true, and specialists 
presumably need no instruction in prenatal care. 
But their responsibilities do not end with their 
own excellent performance. They control the hos- 
pitals in which obstetrics is practiced not only by 
specialists but by the untrained rank and file of 
the profession. What happens in those hospitals 
is very much their business. Furthermore, it is 
their duty to see that the gospel of safe obstetrics 
is spread beyond the hospitals and the people who 
work in them. Physicians who have no access to 
institutions, public health nurses, private duty 
nurses, the women who are having the babies, all 
must be taught that gospel and must be taught, 
first of all, that prenatal care is the keystone upon 
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which the whole structure of maternal and infant 
safety results. 


Evaluation of Prenatal Care 


The practice of obstetrics in America still 
leaves much to be desired, but criticism of it is 
‘no longer as valid as it once was. For the last 
twenty years the maternal and fetal mortality has 
been gradually decreasing, and the tendency is 
still downward. But the decrease in the death 
rate has not kept pace with the increase in our 
knowledge. Every year more than 10,000 women 
are losing their lives in childbirth, and several 
times as many babies are dying. These figures, 
furthermore, by no means reveal the full scope 
and magnitude of the obstetric problem. They 
take no account of either immediate morbidity or 
the late morbidity and disability which furnish 
the gynecologist, the pediatrician and the general 
practitioner with a large proportion of their 
practice. 


By the most conservative estimates at least half 
of these deaths are entirely unnecessary and en- 
tirely preventable. They do not occur when 
proper obstetric care is available. All statistics 
make that point clear. There were 307 obstetric 
deaths, for instance, at the Charity Hospital of 
Louisiana in New Orleans in the 10-year period 
ending January 1, 1940. But 64 per cent occurred 
in. patients who had had no prenatal care at all, 
and another 18 per cent in patients who, by the 
most liberal standards, had had inadequate care. 
Last year there were 288 obstetric deaths in the 
state of Louisiana, 72 per cent of which occurred 
in women who had had inadequate prenatal care 
or no care at all. 


Though a high proportion of hospitalization 
and a low maternal and fetal mortality ordinarily 
go hand in hand, hospitalization is by no means 
necessary to achieve good results. The results of 
the Henry Street Settlement in New York, of the 
Maternity Center in Chicago and of the Child 
Welfare Association in New Orleans prove that 
very clearly. On the other hand, there is no doubt 
that at least part of the maternal death rate in 
Louisiana is to be explained by the fact that 36 
per cent of the yearly deliveries are conducted by 
midwives and less than 33 per cent in hospitals. 
Last year more than 88 per cent of the negro 
women in the rural areas of this state were at- 
tended only by midwives, against 21 per cent of 
the white women, which helps to explain why the 
death rate in negro parturients in this part of the 
country is approximately twice that of white 
women. 


Adequate Prenatal Care 
Prenatal care cannot be practiced without ade- 
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quate facilities, trained personnel, and the co- 
operation of the patient herself. During the last 
decade there has been a general improvement in 
obstetric facilities. The prenatal clinics which 
have been organized and maintained in almost 
every locality in the country, through the efforts 
of hospitals, medical schools, and departments of 
public welfare and health, have played perhaps 
the major role in the reduction of maternal and 
fetal mortality in the United States, but at least 
one warning must be issued concerning them. 
They must place their emphasis on quality rather 
than quantity, and this they do not always do. 
Mass production is, unfortunately, sometimes 
necessary, but it is always undesirable, and teach- 
ing hospitals, in particular, should stress the qual- 
ity of individual care rather than the number of 
patients treated per dollar expended. Financial 
considerations cannot be ignored, but they should 
not be made the criterion of success. 


Obstetric facilities, again, should be staffed 
with competent men trained in obstetrics rather 
than with untrained men who do obstetrics as 
just one more thing. Improvement in the train- 
ing of obstetricians has played an important part 
in the reduction of maternal and fetal mortality. 
Medical schools and teaching hospitals have been 
unremitting in their efforts to raise the level of 
obstetric teaching and to improve and extend ob- 
stetric services for students, interns and resi- 
dents. The American College of Surgeons, the 
American Medical Association, and the special 
gynecologic and obstetric societies have repeatedly 
emphasized the importance of obstetric training. 
The Committee on Maternal Welfare has made 
reports and formulated suggestions of great prac- 
tical value. Finally, the certification plan of the 
American Board of Obstetrics and Gynecology 
will soon mean that in every community there 
will be located an increasing number of physicians 
who have had special training and experience in 
obstetrics. 


Men so trained have, in their turn, shared 
their knowledge with others by the postgraduate 
courses in obstetrics which are now provided in 
almost every state. The demand for additional 
training in obstetrics is resulting in a steady in- 
crease in the number of these courses. The trend 
is encouraging and there seems no doubt that the 
situation will continue to improve. Not the least 
important result of such training is the stimula- 
tion of the general practitioner, who for the pres- 
ent, at least, must continue to handle a large pro- 
portion of all obstetric cases, to seek consultation 
with experienced obstetricians as soon as compli- 
cations of any sort arise. 


No small part in securing the cooperation of 


HOSPITALS 


























the patient herself has been played by the 20,000 
public health nurses in this country who have 
continuously preached the gospel of “See your 
doctor” and then have assisted in carrying out 
the instructions he has given. Every practitioner 
of obstetrics must pay to these nurses a tribute 
of respect and admiration for what they have 
achieved. 


Within the last few years the newspapers, the 
magazines, the radio, and even the film companies 
have taken a hand and have literally bombarded 
the public with the benefits of proper care for the 
pregnant woman. The campaign has been so 
vigorous that it has almost overreached itself. A 
well known columnist, for instance, recently con- 
tributed an article to a widely circulated woman’s 
magazine in which he extolled the wonders and 
innocuousness of complete analgesia during labor. 
He did not, however, mention the dangers of the 
method. Another lay author championed the 
cause of home obstetrics without mentioning the 
importance of hospitalization under certain cir- 
cumstances. Our zeal for the dissemination of 
obstetric knowledge should not carry us away. It 
is necessary to temper it with discretion and to 
remember that the information we contribute is 
likely to be misconstrued and strangely modified 
in its telling over the washtub and the bridge 
table. Yet the very fact that women are talking 
about such matters is a hopeful sign. American 
women have a well known way of getting what 
they want, and if they continue to demand ade- 
quate prenatal care, they will eventually receive it. 


Routine Prenatal Care 


Any competent, conscientious physician, with 
ordinary equipment, can provide adequate pre- 
natal care for his obstetric patients. Such care— 
it is one of the most hopeful things about it—does 
not require special equipment, expensive medi- 
cines, or elaborate technical procedures. It can 
be provided in the home and in the small office 
just as well as in the large hospital. 


It must, however, be given conscientiously. 
Perfunctory, ineffectual care is rather more harm- 
ful than no care at all, for it gives to both patient 
and physician a false sense of security. Such care 
is on a par with that supplied by the old-fashioned 
physician, in his cluttered office behind the town 
drug store, who examined, sight unseen, the urine 
brought him by the patient’s husband and prom- 
ised to go around when they called him for the 
confinement. Eternal vigilance is the price of 
Successful prenatal care. More important than 
anything else is the attitude of constant prepara- 
tion for the catastrophe which always lurks just 
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in the background. In the majority of cases it 
never happens, but the borrowing of trouble, the 
crossing of bridges before they are reached, pay 
very rich dividends. If for economic or other 
reasons the physician cannot render to his patient 
this type of service, he has no moral or profes- 
sional right to undertake her care. 


When the prospective mother first visits the 
physician he must spend the time and take the 
trouble to establish the proper rapport with her. 
She is nervous, excited, perhaps embarrassed at 
what is probably the most intimate consultation 
of her life, and this is the time to win her confi- 
dence. Specifically, a complete history as well 
as a special obstetric history must be taken and 
recorded. A complete physical examination as 
well as a pelvic examination must be made and 
recorded. The physician will save his own and 
his patient’s time if he uses a special obstetric 
record for this purpose. He must make certain 
laboratory examinations at this time and provide 
for repeated examinations in the future. Some 
instructions must be given, but the patient should 
not be weighted down. and confused by too much 
conversation. It is much better to have simple 
printed instructions which she can absorb at her 
leisure and to which she can refer again and 
again. Both verbally and on the printed page, 
however, the physician must emphasize the im- 
portance of notifying him immediately—not her 
neighbor or the corner druggist—at the occur- 
rence of any untoward symptom of any kind. 


In the public clinic classes in prenatal instruc- 
tion under well informed and well trained speak- 
ers are very valuable in teaching hygiene and in 
preparing the patient for labor. With both hos- 
pital and private patients the physician should 
endeavor, as far as possible, to adhere to the 
usual routine and diet and to avoid expensive, in- 
convenient departures from them. Little medica- 
tion is needed in pregnancy, and it should be 
given only on well established indications. 


The physician should see the patient at least 
once a month during the first six months of preg- 
nancy, every two weeks in the seventh and eighth 
months, and every week thereafter until delivery. 
These are minimum standards, for the normai 
patient. An abnormal or complicated pregnancy 
needs far more careful supervision. If engage- 
ments are not kept by the patient of her own voli- 
tion, letters and telephone messages should be 
utilized to bring her back, or the nurse should go 
to see her and bring her to the office. 


On the first and on each subsequent visit the 
weight, blood pressure, temperature and pulse are 
to be noted routinely. Urinalysis is done on each 
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visit, while the patient is still in the office. Ab- 
dominal examination is done and the fetal heart 
tones are auscultated on each visit during the last 
months of pregnancy. Proper attention should 
always be given to minor complaints, and if the 
patient seems careless in reporting them, she 
should be asked to keep a written record, so that 
there will be no chance of overlooking anything 
which may be significant. In large public clinics, 
it is well that the resident who is to be in. charge 
of the delivery should see the patient at least once 
beforehand, so that some personal contact can be 
established. 


Of the 288 obstetric deaths which occurred in 
Louisiana in 1938, infection accounted for 31 per 
cent, toxemia of various kinds for 29.5 per cent, 
hemorrhage for 11.6 per cent, and the accidents 
of pregnancy and labor for 9.1 per cent. These 
figures clearly show that two-thirds of these 
deaths, at least, could have been prevented had 
proper prenatal care permitted the prompt recog- 
nition of these complications. 


In the toxemias of pregnancy, for instance, the 
neglected cases make up most of the mortality. 
Of the 292 patients with eclampsia treated at the 
New Orleans Charity Hospital during the last 
decade, less than 10 per cent had had competent 
prenatal care and not one of the 29 deaths oc- 
curred in properly supervised patients. 


Yet any rise in blood pressure, even to sub- 
hypertensive levels, is significant in a pregnant 
woman. Any undue increase in weight may be 
the forerunner of edema and of a disturbed water 
balance. The slightest abnormality in the urine 
may be indicative of something more serious to 
come. Frequent checks of these three points will 
lead to the early recognition of practically all 
toxemias. The appearance of headache, blurred 
vision, gastrointestinal disturbances, oliguria and 
abdominal pain signifies advanced toxemia, which 
is frequently beyond successful treatment. The 
patient with an early toxemia often does not feel 
ill and she sometimes fails to cooperate in treat- 
ment because she sees no necessity for it. If 
ambulatory measures are unsuccessful for this or 
any other reason, prompt hospitalization is neces- 
sary, and the termination of the pregnancy may 
even. be required. 


Syphilis furnishes an excellent illustration of 
how prenatal care can save babies. The incidence 
of this disease in pregnant women at the New 
Orleans Charity Hospital is 5 per cent in white 
women and 15 per cent in. colored women, against 
an incidence of not more than 1 per cent in 
private practice. No group or stratum of society 
is immune to this disease, and a routine Wasser- 
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mann examination in early pregnancy is the most 
logical method of controlling it. Such an exam- 
ination is particularly important because in 
women the primary and secondary manifestations 
of syphilis are usually unnoticed. 


The earlier the disease is detected the better 
will be the results for both mother and child. 
Statistics show that 80 per cent of untreated 
luetic mothers bear dead or diseased babies, but 
that 80 per cent who have had a minimum of 10 
antiluetic treatments bear healthy babies, as do 
97 per cent of those treated throughout preg- 
nancy. One million or more prospective mothers 
in this country, according to the United States 
Public Health Service, have syphilis, and they 
would bear more than 60,000 babies each year 
with congenital syphilis unless they were treated 
for the disease during pregnancy. 


From a practical standpoint, maternal welfare 
begins with a premarital examination and is car- 
ried on by preconceptional examinations and 
early prenatal care. It is particularly important 
that the patient register early, for often the 
physical examination which she receives at the 
initial visit proves to be the first she has had in 
many years, sometimes the first she has ever had. 
Often at this examination physical abnormalities 
and constitutional disorders are detected and 
prompt treatment is possible, before they are 
aggravated by pregnancy, as such diseases as 
tuberculosis, cardiac states, diabetes, hyperthy- 
roidism and the nephropathies always are. Preg- 
nancy places an added strain on every organ and 
tissue of the body, and pathologic processes may 
develop during it, even in previously normal in- 
dividuals and even in women who have success- 
fully withstood the strain of one or more former 
pregnancies. The prevention or early detection 
and treatment of such processes is therefore of 
primary importance. 


No field of preventive medicine is more impor- 
tant than that which deals with the reproduction 
of the race. Maternal welfare, as has just been 
stated, offers an excellent starting point for the 
program of periodic health examinations upon 
which all medical authorities place such stress. 
Preventive measures in pregnancy produce double 
rewards in that two lives are preserved. Finally, 
from a genetic standpoint, every infant, though 
he cannot choose his parents, has a right to de- 
mand that they should be normal and healthy and 
that his heredity should be adequate. 


Summary and Conclusions 


Adequate, intelligent prenatal care begins 
ideally with premarital and preconceptional ex- 
aminations and is followed, in a broad, continuous 
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program of maternal and infant welfare, by pre- 
natal, intrapartum and postpartum care. It is 
true that the most careful supervision during 
pregnancy cannot compensate for inadequate at- 
tention or poor judgment during parturition and 
the puerperium, but it is equally true that the 
most skillful delivery cannot compensate for in- 
adequate prenatal care. 


Adequate prenatal care has for its objectives 
the prevention of maternal and fetal morbidity 
and mortality, approach to the conclusion of ges- 
tation with mother and fetus in optimum condi- 
tion for the ordeal of labor, and the making of 
pregnancy, by tact, counsel, and kindness on the 
part of the obstetrician, an enjoyable and happy 








experience for the mother rather than an ordeal 
of doubt, discomfort and dread. 


Requisite to the care of both mother and child 
are: 


1 A complete medical, dental and laboratory 
examination of the mother, with such special ex- 
aminations as are necessary to reveal constitu- 
tional disease and physical defects. 


2 Special obstetric examinations to determine 
the mode of delivery. 


3 Early detection and proper treatment of 
abnormalities. 


4 Constant supervision throughout pregnancy. 
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Southern Institute for Hospital Administrators 


The Second Southern Institute for Hospital 
Administrators, the first of which was held last 
year at Durham University, Durham, North Caro- 
lina, will be held in New Orleans, Louisiana, be- 
ginning October 21 and continuing through No- 
vember first of this year. The director of the In- 
stitute is Dr. A. J. Hockett, superintendent of 
Touro Infirmary, New Orleans, and the secretary 
is Dr. Lawrence W. Burt, assistant superinten- 
dent at Touro Infirmary. They will be assisted 
by Gerhard Hartman, executive secretary of the 
American College of Hospital Administrators. 


The guest speakers will include Dr. Malcolm 
T. MacEachern, associate director of American 
College of Surgeons, Chicago; Dr. Robin C. 
Buerki, superintendent of University Hospitals, 
Madison, Wisconsin; James A. Hamilton, presi- 
dent of American College of Hospital Adminis- 
trators, and superintendent of New Haven Hos- 
pital, New Haven, Connecticut; Arden E. Hard- 
grove, superintendent of Norton Memorial In- 
firmary, Louisville, Kentucky; Dr. Leon S. Lip- 
pincott, administrator of Vicksburg Sanitarium, 
Vicksburg, Mississippi; Dr. A. M. McCarthy, su- 
perintendent of George C. Hixon Memorial Hos- 
pital, Electric Mills, Mississippi; Dr. Max M. Lap- 
ham, dean of the School of Medicine, Tulane Uni- 
versity, New Orleans; Dr. B. I. Burns, dean of 
the School of Medicine, Louisiana State Univer- 
sity, New Orleans; Helen Branham, R.N., director 
of Community Hospital, Tupelo, Mississippi; 
Regina H. Kaplan, R.N., director of Leo N. Levi 
Memorial Hospital, Hot Springs, Arkansas; and 
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Ruth Ingram, R.N., director of nursing service, 
Touro Infirmary, New Orleans. 


The evening sessions will consist of round table 
conferences and panel discussions on four of the 
twelve evenings during the Institute. These ses- 
sions will be conducted by lecturers on the formal 
program and prominent hospital authorities and 
educators. 


Demonstrations will be staged at the New Or- 
leans hospitals, and will cover the following sub- 
jects: accounting and business office; admitting, 
credits, and collections ; anesthesia; central supply 
room; departmental conference; food service; 
housekeeping in a small hospital; laboratory ; laun- 
dry; mechanical plant and maintenance; medical 
records; operating room; out-patient department; 
pharmacy; physical therapy; purchasing; plant 
construction ; staff organization and relationships; 
standardized obstetrical procedures; and woman’s 
auxiliary. 


An interesting program of recreation. has been 
arranged, consisting of supervised walking trips 
through the historically interesting Vieux Carre, 
trips on the Mississippi River, and a Sunday bar- 
becue at one of the famous plantation homes for 
which New Orleans is so well known. 


This Institute will be one of six which have 
been scheduled for the hospital administrators 
at different cities in the United States—the New 
England Institute at Boston, the Western Institute 
on the West Coast; probably one in Texas; and the 
Institute held annually for the past eight years 
at the University of Chicago. 
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Hospital Service Plan News 


Prepared by the Commission on Hospital Service and the 
Council on Hospital Service Plans 


ITH the ever increasing activities of. 
commercial irisurance in the field of hos- 


pitalization, more and more emphasis is 
being placed upon sales approach, sales aids, and 
salesmanship by nonprofit hospital service plans. 


Although a greater need for an efficient sales 
program is apparent today than was evidenced 
several years ago, the essence of success of hos- 
pital service plans is not what is generally under- 
stood as salesmanship. Rather, it is a program 
of sound public relations. Inasmuch as the means 
of obtaining publicity for hospital service plans 
are manifold, the questions of policy and accept- 
ability of the plan in the community are of prime 
importance. 


Assuming that the plan meets and serves a 
definite need in the community, the public rela- 
tions program must educate all community groups 
to the function and purpose of the plan. Such a 
program is fundamentally one of interpreting the 
position of the voluntary hospital in the com- 
munity. The public respects the hospital organ- 
ization. The public owns the hospital, the public 
supports the hospital, the public must accept the 
hospital service plan as an arm of the hospital. 
Hospital activities can easily be dramatized. 


When the community has recognized the plan 
as a hospital-sponsored project and when a sub- 
stantial part of the community has enrolled in the 
plan, a public relations program is even more im- 
portant. It should continue to stimulate local pride 
in its success, to arouse confidence, to create 
public demand, to educate special groups, and to 
improve relations with the public, the medical 
profession, and the hospital personnel. 


The educational program should be dignified, 
constructive, and purposeful. It should reflect the 
character of its sponsors, the voluntary hospitals. 
At the same time, it must carry no connotation 
of charity, but constantly remind the public that, 
through this agency, they are themselves prepar- 
ing for unpredictable hospital expense and that 
the means which they have chosen is self-sus- 
taining. 


102 


If, in conjunction with such an educational pro- 
gram, the plan is promoted by a staff of earnest, 
understanding and aggressive representatives 
whose single purpose is to enroll subscribers in a 
manner which reflects sound enrollment regula- 
tions, the adequacy of the voluntary approach to 
the solution of one phase of the community health 
problem will be demonstrated. 

M. J.N. 


Report of Training School 


A special training course in the use of tabulat- 
ing and accounting machines was conducted for 
executive directors, controllers, auditors, and tab- 
ulating supervisors at Endicott, New York, during 
the week of July 1, 1940. Forty-eight people at- 
tended the conference, representing 27 hospital 
service plans, 3 medical service plans, and 1 state 
department of insurance. 


Intensive study sessions for the discussion of 
accounting and statistical problems of hospital 
service plans were led by R. H. Dyer, special 
representative of a tabulating machine company, 
and by George Headendorf, special instructor. 
Discussions of special problems were conducted 
by Wesley Arden, comptroller, Philadelphia; K. 
G. Campbell, actuary, Boston; R. O. Hooker, actu- 
ary, Connecticut State Department of Insurance, 
Maurice J. Norby, research director, Chicago; 
and Allen Thompson, assistant actuary, New York 
City. 


The following persons who were in attendance, 
reported complete satisfaction with the benefits 
derived from the meetings: 


Arden, Wesley, Philadelphia, Pennsylvania 
Beck, Frank X, Rochester, New York 
Bennett, Lucile, St. Paul, Minnesota 
Cahalane, R. F., Boston, Massachusetts 
Campbell, K. G., Boston, Massachusetts 
Coleman, M. Haskins, Richmond, Virginia 
Cosgrove, T. E., Baltimore, Maryland 
Davis, Emma Lou, Wilmington, Delaware 
Duplinsky, J. F., New Haven, Connecticut 
Evans, R. T., Chicago, Illinois 

Even, George W., Buffalo, New York 
Graffley, Joan, Rochester, New York 
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Hardisty, Walter M., Syracuse, New York 
Hooker, Russell O., New Haven, Connecticut 
Hunt, Clement W., Harrisburg, Pennsylvania 
Hunt, Gladys A., Harrisburg, Pennsylvania 
Huss, James W., Rockford, Illinois 

Johnson, Edward H., Jamestown, New York 
Kurzenknabe, R. E., Chicago, Illinois 

Laux, J. D., Detroit, Michigan 

LePage, W. N., Newark, New Jersey 
Madden, Edith L., Trenton, New Jersey 
Maslow, Harold, Philadelphia, Pennsylvania 
Matzenbacher, A., St. Louis, Missouri 
McCarthy, H. M., Richmond, Virginia 

Meyer, Lucian, Buffalo, New York 

Miller, Robert L., Des Moines, Iowa 

Millett, Martin J., Philadelphia, Pennsylvania 
Mulhern, L. H., Boston, Massachusetts 

Norby, Maurice J., Chicago, Illinois 

O’Brien, John D., St. Louis, Missouri 

Parnall, Robert, New Haven, Connecticut 
Perry, Lester H., Harrisburg, Pennsylvania 
Powell, George D., Chapel Hill, North Carolina 
Rake, Frank P., Philadelphia, Pennsylvania 
Ramsdell, John M., New Haven, Connecticut 
Rohr, Bernard J., Utica, New York 

Roush, H. E., Akron, Ohio 

Schuett, Norman H., Boston, Massachusetts 
Schwartz, Lillian, Newark, New Jersey 

Sesan, Harry, New York City 

Smith, R. E., Milwaukee, Wisconsin 
Sourwine, Ruth V., Toledo, Ohio 

Stuart, O. Russell, Wilkes-Barre, Pennsylvania 
Suchy, Anthony J., New Haven, Connecticut 
Thompson, Allen B., New York City 

Wiggins, John B., Durham, North Carolina 
Wilkins, J. Lawrence, Washington, D. C. 

*  *s 


Boston Meetings 


The Hospital Service Plan Sectional meetings 
are scheduled as a part of the annual convention 
of the American Hospital Association at Boston, 
September, 16-20, 1940. These sessions will in- 
clude a formal meeting on Monday afternoon, 
September 16, at which papers will be read by 
leaders from the fields of business, hospitals, and 
hospital service plans, and a round table discus- 
sion meeting on Tuesday morning, September 17. 
In addition to these general sessions, special meet- 
ings to discuss problems of hospital service plan 
administration will be held on subsequent days. 


The Commission on Hospital Service is planning 
a booth in the educational section of the exhibit 
hall. 


Medical Plan News 


Some 5,300 of California’s 7,500 practicing 
Physicians are now enrolled in California Physi- 
cians Service, organized to provide medical care 
and hospitalization for employed groups whose in- 
dividual members are not above the $3,000 annual 
salary bracket. The organization has also enrolled 
approximately 12,000 clients since its inception 
last August. 
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Medical Service Association, Inc., Durham, 
North Carolina, is a nonprofit plan for surgical 
and medical care organized by the Medical Society 
of North Carolina. The Board of Directors is com- 
posed of six prominent North Carolina physicians, 
two hospital business managers and four laymen. 
Membership in the Association is sold only to 
groups approved by the medical society, and cer- 
tificates may be sold in conjunction with certifi- 
cates of hospitalization offered either by The 
Hospital Care Association, Durham, or The Hos- 
pital Saving Association, Chapel Hill. However, 
separate accounts are maintained for each organ- 
ization. E. M. Herndon is secretary of the Medical 
Service Association. 


Proposed County Plan 


Graham L. Davis, consultant on hospitals for 
the W. K. Kellogg Foundation, and Maurice J. 
Norby, research director, Conference of Hospital 
Service Plans, met with the Board of Trustees of 
the Hillsdale Community Health Center at Hills- 
dale, Michigan, during the afternoon of July 10, 
1940, for the purpose of discussing a low-cost plan 
for the residents of the County. The proposed 
plan was designed by Mr. Davis particularly for 
a rural population. The County Welfare Board is 
interested in the proposal from the standpoint of 
enrolling people who are, at present, dependent 
upon the county for hospitalization. The aim is to 
develop a low-cost mutual aid community welfare 
project which will provide a means by which ap- 
proximately 50 per cent of those who are at pres- 
ent unable to pay their hospital bills might, 
through membership in the plan, be able to pur- 
chase this service for themselves and their 
families. 


An evening dinner meeting attended by repre- 
sentatives of various civic agencies throughout 
the County was held under the auspices of ‘the 
Hillsdale Chamber of Commerce for the purpose 
of discussing the details of the proposed County 
plan. 


Mr. Davis outlined the specific proposals and 
described the method of operation. Mr. Norby 
reported recent developments in the group hos- 
pitalization field nationally, and answered specific 
questions concerning the possible operation of a 
demonstrative project in Hillsdale County. Dr. 
Nathan Sinai, professor in the School of Hygiene, 
University of Michigan, described the necessity 
of adequate records and the importance of sound 
administrative practice in the operation of such a 
community project. 


The enthusiastic response of those who attend- 
ed the meeting prompted the appointment of a 
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committee representing the community to sponsor 
the proposed project. 


New Participating Hospitals 


A total of 25 participating institutions has been 
reached by the Hospital Service Association of 
Northeastern Pennsylvania, Wilkes-Barre, George 
T. Bell, executive director, with the signing of the 
Blossburg State Hospital and the Wellsboro 
Hospital. 


* * * 


Eastern Maine General, Paine, Stinson Private, 
and Friendship Hospitals, all of Bangor, Maine, 
and Franklin County Memorial Hospital of Farm- 
ington have become participating institutions of 
the Associated Hospital Service of Maine. John 
H. Frye, has been appointed representative in 


charge of the Bangor office. 
* * * 


Hospital Service, Inc., of Iowa, F. P. G. Lattner, 
executive director, has recently signed contracts 
with the Evangelical Deaconess Home and Hos- 
pital, St. Thomas Mercy Hospital, both of Mar- 
shalltown, and Bellevue Hospital of Muscatine. 

*k * * 


The Franklin Hospital, Franklin, Pennsylvania, 
and the Oil City General Hospital, Oil City, Penn- 
sylvania, are the latest additions to the list of 
participating institutions of the Hospital Service 
Association of Pittsburgh. 

* * * 


Chicago Plan for Hospital Care, Frank A. Den- 
iston, executive director, now has 80 participating 
hospitals. This total was reached recently when 
the Children’s Memorial Hospital contracted to 
participate in the Plan’s activities. All of these 
hospitals have been approved by the American 
College of Surgeons. 

* * sd 


The Board of Directors of the Cambridge- 
Maryland Hospital, the Emergency Hospital in 
Easton, and the Peninsula General Hospital in 
Salisbury, have announced affiliation of these hos- 
pitals with the Associated Hospital Service of 
Baltimore, J. D. Colman, director. 

* ok * 


Memorial Hospital of Laurium has recently be- 
come a participating member of Michigan Society 
for Group Hospital Service, John R. Mannix, 
director. 


Meetings 


The Catholic Hospital Association held its an- 
nual meeting during the week of June 17 to 21 in 
St. Louis. Group Hospital Service of St. Louis had 
an exhibit booth, and Ray McCarthy, executive 
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director of the Plan, led a panel discussion of 
“Hospital Service Plans” on Tuesday morning, 
June 18. The meetings were very well attended 
and a great deal of interest was shown in the 
voluntary hospital service plan movement. 


E. R. Sweet, Kansas City; Louis Degenhardt, 
Alton; P. F. Bourscheidt, Peoria, and J. R. Man- 
nix, Detroit, were among the hospital service plan 
representatives who attended the convention. 


News of the Plans 


Associated Hospital Service of Capital District, 
Albany, New York, Edward R. Evans, executive 
director, was four years old on July 15, 1940. The 
birthday celebration will be postponed, however, 
until the summer vacation period is over. 

* * * 


The Cleveland Hospital Service Association, 
John A. McNamara, director, observed its sixth 
anniversary recently. During the time this or- 
ganization has been in operation it has given care 
to 64,000 subscribers at a cost of $3,400,000. 

* * * 

The Hospital Service Corporation of Rhode 
Island, Stanley H. Saunders, executive director, 
celebrated National Hospital Day by using the 


‘following theme: “The voluntary hospitals of 


Rhode Island are the Blue Cross.” Personally 
signed letters were sent from the Plan to over 
500 employers, to doctors, service clubs, govern- 
ment officials, etc. A very intensive newspaper 
campaign was conducted, a banner carrying the 
Blue Cross on one side and National Hospital Day 
on the other was used across the main street, 
meetings were held with various service and civic 
clubs, and the speakers were drawn from the 
medical profession and hospital representatives. 
* * * 


A new high in hospitalization was set during 
June by Group Hospital Service, with headquar- 
ters in Wilmington, Delaware, H. V. Maybee, ex- 
ecutive director, when 223 patients were admitted 
to local and out-of-state hospitals. During the 
month over 100 members of the Plan were in hos- 
pitals at all times, and approximately one out of 
every five patients in the Wilmington hospitals 
was a member of the local plan. 

* * * 


Contracting hospitals of the Minnesota Hospital 
Service Association, A. M. Calvin, executive direc- 
tor, now total 57 which are located in the follow- 
ing cities: Minneapolis, St. Paul, Duluth, Stillwa- 
ter, Fergus Falls, St. Cloud, Wadena, Brecken- 
ridge, Crookston, Perham, Moorhead, Little Falls, 
Faribault, Winona, Red Wing, Mankato, Detroit 
Lakes, Bemidji, Alexandria, Bertha, Cloquet, 
Northfield, Parkers Prairie, Thief River Falls, 
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Hutchinson, New Prague, Cass Lake, and St. 
Peter. 
* * * 

Associated Hospital Service, Inc., Milwaukee, 
Wisconsin, has contracts with 27 participating in- 
stitutions located in the following cities through- 
out the state: Milwaukee, Ashland, Baraboo, 
Kenosha, Madison, Merrill, Racine, Superior and 
Wausau. 

* * * 

The Hospital Service Association of Pittsburgh 
plans to have an exhibit illustrating the prominent 
part being played by the Plan in promoting in- 
creased community health at the Allegheny 
County Fair which opens August 29. 


Miscellaneous 


A nonprofit hospital service plan has recently 
been set-up in Albuquerque, New Mexico, under 
the name Hospital Service, Inc. Dr. John B. Clark 
has been elected president, and Frank C. Gabriel, 
superintendent of Presbyterian Hospital, is the 
director. It will operate under the supervision of 
the state superintendent of insurance and the local 
Presbyterian Sanatorium. This plan has not been 
approved by the Commission on Hospital Service. 

* * * 

The Jerry Witter family of Wausau, recently 
enrolled in Associated Hospital Service, Inc., Mil- 
waukee, Wisconsin, claims to be the largest fam- 
ily enrolled in any nonprofit hospital service plan. 
A picture of Mr. and Mrs. Witter and their 14 
children was recently published in issue No. 1 of 
“The Blue Cross,” house organ of Associated Hos- 
pital Service, Inc. 

* * 

The following quotation is from “Designed for 
Service,” the annual report, 1940, of the Lynn 
Hospital, Lynn, Massachusetts: 

“From the standpoint of the general public and 
the hospital, the most important movement within 
the period covered by this report has been. the 
establishment in Massachusetts of the Associated 
Hospital Service Corporation, popularly called the 
‘Blue Cross.’ 

“The protection offered the public under this 
plan combines in one movement the application 
of the well-established principle of insurance, the 
wide-spread custom of installment payment and 
the desirable tendency to substitute self-support 
for public or private charity. It represents a 
form of cooperative effort by employed individ- 
uals without compulsory participation through 
Sovernment enactment. We believe that this plan 
will bring increasing benefits both to subscribers 


and hospital.” 
* oe * 


Blue Cross membership cards come in handy 
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for more than hospitalization, according to a sub- 
scriber of Associated Hospital Service of Philadel- 
phia. On April 27, a wallet was found in the 
streets of Philadelphia whose only identification 
was the name contained on a Blue Cross card. 
The finder called the Plan to get the address of 
the owner, but since information regarding sub- 
scribers is not given out without authorization, 
the Registration Department took his name and 
telephoned the subscriber at her office, who had 
not known until then that her wallet was missing. 


Personnel 


Ralph G. Walker, former assistant superinten- 
dent of the California Hospital, is the new ex- 
ecutive director of Associated Hospital Service of 


Southern California, Los Angeles. 
* co * 


Charles DeWinter has been appointed local rep- 
resentative in charge of the Burlington, Keokuk 
and Fort Madison areas which are served by the 
Hospital Service, Inc., of Iowa. 

* 2K * 

Dr. Walter G. Phippen, recently elected presi- 
dent of the Massachusetts Medical Society, was 
elected to membership of the Board of Directors 
of Associated Hospital Service of Massachusetts 
at its annual meeting. Dr. Phippen is chief of 
staff at Salem Hospital. 

* * oo 

H. G. Miller has recently taken over the duties 
of director of The Hospital Service Association of 
Licking County, Inc., Newark, Ohio. 


Recent Speeches 


“Hospital Service Week” was proclaimed by the 
Mayor of Brownton, Minnesota, for the week of 
July 1. Donald Condon, representative of the 
Minnesota Hospital Service Association, met with 
the Commercial Club at this time and discussed 
the Plan. 

* * * 

The Lions Club of Quincy, Illinois, was recently 
addressed by A. T. Bert Higgins, representative 
of the Central Illinois Hospital Service, Peoria, 


Illinois, Paul F. Bourscheidt, director. 
* * * 


The workings of the Michigan Society for Group 
Hospitalization were explained to the Elba-Hadley 
Farm Bureau by M. L. Kamm, representative. 

* * * 

Abraham Oseroff, secretary of the Hospital 
Service Association of Pittsburgh, recently de- 
livered a radio speech entitled “The Development 
of the Hospital,” which included the statement 
that “today the hospitals through the nonprofit 
group hospitalization plan seek to widen the scope 
of hospital treatment.” 
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Hospital Service Plans at the Crossroads 


PAUL KELLER, M.D. 


the American community is an increasingly 

important one. The implications and poten- 
tialities of these vigorously growing young organ- 
izations for the furtherance of the welfare of our 
people are incalculable. It is only now, after ap- 
proximately seven years of experimentation that 
the real significance of the contribution which 
these plans are making to the health and well- 
being of our communities is becoming apparent. 


Te role of nonprofit hospital service plans in 


Now is the time for us to review our position, 
consolidate our gains and determine our course 
for the future. Private philanthropy in support 
of our voluntary hospitals has been declining, par- 
ticularly during the depression years. The ability 
of the patient to pay the cost of his care also has 
decreased as a result of those years of financial 
difficulty. 


It was the aim of many community leaders 
sponsoring hospital service plans that the vast re- 
sources of medical science in our hospitals should 
be made available to those millions of Americans 
of moderate and low incomes, who are in need of 
this service but who are not prepared to meet 
the cost of unpredictable illnesses. 


The changes in social and political attitudes 
which have taken place in recent years also have 
tended to emphasize the importance of finding new 
methods of making hospital service available to 
all at a price that all can afford to pay. 


The facilities for the best medical and hospital 
care the world has ever known now are available 
in almost all of our institutions; the technique and 
personnel is unequaled. 


Hospital Service for Middle Income Groups 


As one considers the problem, it is realized that 
several bottle-necks exist in some places and 
among some groups. One of these bottle-necks 
has been eliminated by our hospital service plans 
which provide an. opportunity for persons in the 





Presented at the meeting of the New Jersey Hospital Asso- 
ciation, June, 1940. 
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middle income group to budget the cost of modern 
hospital services on a low-cost prepayment basis. 
The sixty approved nonprofit hospital service 
plans in the United States, it is estimated, will 
this year pay hospital bills for more than 500,000 
subscriber-patients—bills totaling approximately 
$25,000,000. 


The time-honored patient-physician relation- 
ship has been kept inviolate in. the establishment 
of these plans. A good beginning has been made 
toward the solution of an extremely important 
social and health problem as the economic hazard 
of unpredictable hospitalization has been elimi- 
nated for more than five million persons. 


Hospital Service for Lower Income Groups 


However, we must not lose sight of the fact 
that many more persons are still unprotected. It 
is imperative that we make participation in our 
hospital service plans available to lower income 
groups, as well as to many of those who now, 
because of enrollment requirements, are not eligi- 
ble as subscribers. 


Hospital Service Plans Are Now at the Crossroads 


Under present conditions even the most opti- 
mistic plan can ill afford to rest in its efforts to- 
ward improvement, holding and strengthening the 
confidence of the public. 


Upon re-entering this field of the nonprofit hos- 
pital service plan, one of the most striking and 
important impressions I received was the lack of 
understanding among hospital executives, trustees 
and physicians, as to the basic community con- 
cept of the plan, and the part which they them- 
selves were expected to play in the administration 
and direction of hospital service plans if they were 
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to be conducted as nonprofit community enter- 
prises. 


It was a matter of great surprise to me in meet- 
ing with hospital representatives and physicians 
during the past year to learn that so few under- 
stood that hospital service plans operating under 
voluntary community auspices were intended to 
be and are, an integral part of their own institu- 
tions and medical organizations, and that they 
themselves were to play a major part in the plan 
serving as policy forming directors. Hospital 
service plans cannot operate successfully and in. 
the best interests of the public unless the policy 
control is assumed by a partnership directorate 
composed of hospitals, physicians, and_ sub- 
scribers. 


Many medical and hospital representatives have 
been viewing hospital service plans somewhat in 
the same light as they look upon commercial in- 
surance organizations. Their attitude, in many 
instances, has been the result of a lack of under- 
standing of the true purpose and intent of volun- 
tary nonprofit hospital service plans. The im- 
portance and value of these plans operating under 
a cooperative community responsibility is, how- 
ever, now becoming more clearly understood by 
hospitals and physicians, particularly as many 
now realize that service plans play such an im- 
portant role in their own professional and eco- 
nomic life. 


The entrance of the commercial insurance com- 
panies into the hospital field should be carefully 
considered by all hospital executives and members 
of the medical profession. Unlike hospital service 
plans, which operate with the cooperation of their 
member hospitals, commercial insurance com- 
panies are independent operators. 


Commercial Carriers for Hospital Insurance 


While it is reasonable to expect the commercial 
insurance companies to enter what appears at the 
outset to be a very promising field, I predict for 
them many headaches. Commercial insurance 
Companies have always regarded any aspect of 
health insurance as an unstable business because 
ill health can be influenced by voluntary action 
on the part of the policyholder. It is interesting 
to note that one of the earliest insurance com- 
panies in this field has already withdrawn. from it. 


Whether the commercial carriers of hospital in- 
surance remain in the field is primarily their con- 
cern. In the meantime it is important, however, 
for hospital executives to recognize that hospital 
Insurance through commercial carriers may affect 
hospital standards. The reason for this is sim- 
ple. Since the benefits of commercial insurance 
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companies are rendered in cash and usually on 
an experience rating, the element of competition 
is always apparent, and this competition, I fore- 
see, will drivé the cash benefit down to a point 
where the service will be lost sight of, and the 
hospitals will be in the same position they were 
five years ago—before the service plans were 
organized. 


Unification of Nonprofit Hospital Service Plans 


If the present-day voluntary system of medical 
and hospital care is to continue in the future as 
it has in the past, it is obvious that the represen- 
tatives of these voluntary nonprofit hospital 
groups must be unified and must direct their plan- 
ning program if we are to successfully meet the 
challenge and avoid the threat of governmental 
support and political control of our private health 
agencies. 


Cash Indemnity Benefits 


Recently, a few hospital service plans have 
eliminated some of their service features and re- 
placed them with cash indemnity allowances. Hos- 
pital service plans moving in this direction should 
be cautioned against cash indemnity features. The 
service provisions offered by the hospitals them- 
selves through agreement with the plans form 
the foundation of the success of these plans and 
enable the hospitals to exercise a necessary 
control. 


We could not, and have no desire to, compete 
with commercial companies on a cash-indemnity 
basis. We are intended to serve an entirely dif- 
ferent purpose, as commercial insurance com- 
panies cover only selected employed groups in the 
middle and upper economic classes, leaving un- 
protected the many millions within the lower in- 
come groups. 


Extension of Plan to Low Income Groups 


The possibility of extending nonprofit hospital 
service plans to include ward service at very low 
subscription rates in cooperation with organized 
medicine and hospitals is under consideration in 
many localities. The implications of such a plan 
are great and proper cooperation among all in- 
terested parties would go a long way toward an 
eminently satisfactory solution of the complicated 
problem of medical and hospital care for the lower 
income groups. Such a plan would relieve the 
welfare organizations, the hospitals, and the gov- 
ernment of a great part of the burden now im- 
posed upon them by present conditions. It might 
also provide for at least partial compensation to 
many of our physicians who now devote so much 
time, skill and effort to hospital ward patients 
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without recompense other than the experience 
and knowledge gained through such cases. 


Extension of “Low Basic Plans” which would 
insure adequate payment for ward patients would 
go far toward aiding the financial stability of our 
member hospitals. Hospital facilities would be 
more fully utilized and thus create a more eco- 
nomic use of hospital services. 


The development of hospital ward plans will 
call for the fullest cooperation between the physi- 
cians and the hospital service plans. The entire 
question. of hospital staff and non-hospital staff 
service for ward facilities will have to be amicably 
and fairly settled. The matter of the professional 
fee for the physician’s services must be discussed 
and a satisfactory solution reached. Closer co- 
operation between physicians and the plans will 
help assure the growth and expansion of hospital 
service plan benefits to the community. 


Physicians 


Physicians have begun to realize the value of 
hospital service plans to themselves and to their 
patients. The practicing physician sees that his 
patients have readier access to needed hospitaliza- 
tion and earlier hospital treatment. The physi- 
cian realizes the therapeutic effect of freedom 
from worry over hospital bills. He is able to per- 
sonally supervise the entire course of treatment 
accorded his patient throughout his hospital stay. 
The practicing physician also realizes that the 
patients, relieved of the financial burden of hos- 
pital care, is in a better position to pay adequate 
professional fees. The whole trend of hospital 
service plans today is toward closer cooperation 
with the physicians of the community. Plans are 
welcoming the physicians’ cooperation with their 
board of directors and advisory councils. The 
organization. and expansion of medical review 
boards consisting of physicians who can discuss 
hospital claims directly with the doctor on a pro- 
fessional and ethical basis has done much toward 
the education and clarification of the workings 
and purposes of hospital service plans. 


Hospitals 


There is much more that can be done by par- 
ticipating hospitals towards accomplishing a more 
inclusive coverage of subscribers requiring hos- 
pital care under the present types of contract. 
Probably one of the most important items for 
consideration is the type of room accommodations 
made available to subscribers under the terms of 
the contract providing “semi-private” accommo- 
dations. Wide variations exist in the interpreta- 
tion. of this definition and there is great need for 
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standardization of its meaning throughout the 
hospital field. Without a lengthy analysis of the 
problem involved, it might well be said that room 
and board should be furnished to all subscribers 
under the terms of a semi-private contract with- 
out cost in every instance, except those in which 
the patient voluntarily occupies a one-bed room. 
The practice of making an additional charge for 
so-called deluxe multiple bed rooms or of forcing 
subscribers to accept single-room accommoda- 
tions, creates only misunderstanding and hard 
feeling on the part of the subscriber, the doctor, 
the plan and the hospital, and affects the reputa- 
tion of the hospital when subscribers compare ex- 
periences of their hospitalization. 


Anesthesia 


When anesthesia service is rendered to a sub- 
scriber, an effort should be made by the hospital 
to differentiate between those instances in which 
this service is rendered by the hospital or by a 
private physician anesthetist. Many misunder- 
standings arise when a subscriber who believes 
that anesthesia is being administered by a hos- 
pital employee is later faced with a bill for the 
service of a professional anesthetist, having had 
no prior knowledge that he was to have a physi- 
cian anesthetist. 


Laboratory Examinations 


Almost all contracts for semi-private care pro- 
vide for laboratory examinations consistent with 
the diagnosis for which the patient is admitted to 
the hospital. Each participating member hospital 
should be equipped to furnish such services to the 
subscriber without cost to him so that he is not 
faced with a bill for charges for services rendered 
by an outside agency when the hospital is not 
properly equipped to render such service. 


X-ray Examinations 


The majority of semi-private contracts also 
provide for x-ray examinations consjstent with 
the diagnosis for which the patient is admitted. 
Obviously, it is equally necessary that the hospital 
be equipped to render this service. The main dif- 
ficulty here is the arrangement made. with the 


roentgenologist affiliated with the hospital in 


which such service is rendered. Long before the 
inception of group hospital service plans, roent- 
genologists performed this service in affiliation 
with hospitals usually on one of three bases of 
remuneration: an established fee per case, a per- 
centage of total collections basis, or an. annual 
retainer. Whatever the method of remuneration 
to the roentgenologist, no change should be made 
in the arrangements between him and the hospital 
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when a subscriber patient receives x-ray service 
under the plan. Payment to the hospital for these 
services is included in the established per diem 
rate of payment by the plan. Financial arrange- 
ments should be made with the roentgenologist 
in the same manner as if the patient paid his bill 
for specific services at the hospital’s regular rates. 


Hospital Plans Combined with Medical and 
Surgical Coverage 


The need for extension. of the plans to include 
medical and surgical coverage also becomes more 
obvious daily. A study of the need and possi- 
bility of such protection points again to the neces- 
sity for full cooperation between the medical pro- 
fession and the hospital service plans. 


Conclusions 


I Hospital service plans should provide full and 
reasonably all-inclusive hospital services to sub- 
scribers. Exclusion. of benefits need be very few 
if normal hospital demands are maintained. The 
important safeguard in maintaining normal hos- 
pital demands in plan operations rests largely in 
the hands of physicians and hospitals in the con- 
trol of length of stay of plan patients and in the 
policy governing hospital admissions. While the 
plan has no intention of interfering with the 
physician’s care of his patient, it is important that 
the length of stay in all cases be limited to that 
necessary for adequate treatment. The plan, how- 
ever, cannot provide hospitalization in cases where 
the subscriber remains in the hospital after his 
discharge by the attending physician. An over- 
stay of even one day on the part of each plan 
patient could result in a serious strain on the 
plan’s reserve funds. 


Another way in which the attending physician 
and the hospital play important roles in success- 
fully maintaining normal hospital demands is in 
limiting hospital services to those who actually 
require bed care for hospitalization. The plan is 
only intended to provide hospitalization for con- 
ditions requiring bed care and not for diagnostic 
x-ray or laboratory examinations or other diag- 
nostic studies. These services are not allowable 
when, the patient is physically able to go to the 
office of a physician for such service. 


II If hospital demands are maintained within 
anormal range, hospitalization plans in the future 
may go forward without curtailment of existing 
benefits. The plans should endeavor to devise 
means of including those few hospital services 
Which now cannot be included as benefits. In- 
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creased enrollment may enable plans to provide 
payment to hospitals for some services which are 
now eliminated. The trend now is toward in- 
creased benefits consistent with actuarial require- 
ments. There is a tendency toward lessening the 
number of those few illnesses not now covered by 
the plan. In this connection the acute stages of 
venereal diseases and the minor nervous and men- 
tal disorders may be included as benefits under 


' the plan. 


III All member hospitals, physicians, and sub- 
scribers should regard hospital service plans as 
their own. organizations and have adequate repre- 
sentation on the boards of directors and executive 
committees. Hospitals can well afford, under 
these conditions, to make a few sacrifices if neces- 
sary during the experimental and developmental 
stages of hospital service plans. If the movement 
as a whole becomes permanently successful, it 
would undoubtedly bring financial stability to all 
our institutions, so that they can afford to make 
small sacrifices during this early period. Hos- 
pitals should also realize, in connection with hos- 
pital service payments, that there are few, if any, 
bad debts to be written off. 


IV Many widely varied reciprocal arrange- 
ments between plans in connection with the en- 
rollment of subscribers now exist. The Council 
on Hospital Service Plans of the American Hos- 
pital Association has for some time been engaged 
in a study of this problem on a national basis. 
Whatever the outcome, it would seem to me that 
arrangements for reciprocity in. connection with 
enrollment should be nationally uniform so as to 
create the impression in the minds of the national 
public of uniformity in nonprofit hospital service 
plans. This could not help but create to some 
degree, a feeling of confidence in the movement 
asa whole. It would seem feasible, if a subscriber 
to the Boston Plan was injured and admitted to 
one of the New York member hospitals, that Bos- 
ton could guarantee payment to New York, which 
in turn would guarantee payment to its member 
hospital. New York in this instance would be act- 
ing simply as an agent in. the exchange and for- 
warding of hospital payment. 


V Weare reaching the saturation point in ex- 
pansion of plans designed for middle and upper 
income groups. There is now a need for a low- 
cost ward plan appealing to those who need it 
most, but who cannot afford present subscription 
rates. The development of a low-cost basic con- 
tract will undoubtedly open a tremendous field and 
so widen the scope of the plan that benefits may 
be increased and subscription rates decreased. 
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Safe Hospital Care for the Premature Baby 


EVELYN C. LUNDEEN, R.N. 


the United States, well populated with hos- 

pitals, it is usually deemed advisable to hos- 
pitalize the premature infant. The greater per- 
centage of hospitals care for the premature infant 
born in their own institutions. A small percent- 
age admit premature babies who have been born 
in homes or in other institutions. Whenever a 
premature infant is cared for in the hospital, the 
hospital executives and personnel should be able 
and willing to assume the responsibility involved 
in caring for these babies. The safe care of the 
premature and immature baby in the hospital 
brings to us the following factors to consider: 


[: the middle-west and other areas throughout 


Physical set-up 

Equipment 

Nursing personnel 

Aseptic nursing technic 
Management of the premature baby 
Oxygen 

Breast milk 


Cooperation with physicians and agencies 
in the follow-up care of the baby, after the 
infant’s discharge from the hospital 


Physical Set-up 


The physical set-up depends upon the average 
number of premature babies cared for in the hos- 
pital. 


When there is an average of four or more pre- 
mature infants in the nursery at all times, the 
hospital should have a separate room adjoining 
the nursery for these babies. A separate room 
isolates them from the full-term infants and sim- 
plifies room temperature control in that the room 
for premature babies should have a higher tem- 
perature—78-80 degrees F. 


When the number of premature babies cared 





Presented at the Tri-State Hospital Assembly, Chicago. 





*The Hortense Schoen Joseph Premature Infant Station is 
endowed and maintained by Infants’ Aid of Chicago. 
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for annually is very small, the babies will nat- 
urally be cared for in the nursery for full-term 
infxuts. In these instances babies are cared for 
by the personnel for the normal babies. When 
possible the supervisor should personally care for 
them or closely supervise their management. It 
is well to have the same nurses handle these 
babies throughout their stay in the hospital. 


When the hospital not only cares for the pre- 
mature infants born in the institution but also 
those born in homes and in other hospitals, the 
question of two nurseries arises. Since it is in- 
advisable to admit babies not born in the hospi- 
tal to the obstetrical floor, a nursery should be 
set up on some other floor or in the pediatric 
division and the premature babies who are born 
in the hospital admitted directly to this nursery. 
Where this set-up is used a complete unit should 
be established. 


If the average number of premature babies is 
fifteen or more, there should be one room for the 
smaller babies; a second room for the larger or 
graduate infants; a third as an isolation room; 
and a fourth as a formula room for the prepara- 
tion of feedings and sterilization of feeding equip- 
ment. In addition there should be a utility room. 
There also should be a small room which can be 
used as a place for the doctors to put oni their 
gowns and caps and also as a chart room and a 
place where the head nurse can talk with the 
mothers and give them the necessary instruction. 
If wet nurses are employed a room will have to 
be equipped as a pumping station. 


The value of humidity and temperature control 
is still a debatable question. While it is definitely 
not imperative, it is, no doubt, helpful to the 
progress of the premature baby. 
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Equipment 


Some type of incubator or heat tent is required. 
The price of incubators ranges from $15.00 to 
$500.00. The choice of an incubator depends 
upon the amount of money the hospital feels jus- 
tified in spending. While the commercial type of 
incubator is to be desired when it can be afforded, 
it is not absolutely necessary. Too many hospital 
executives feel that the purchase of expensive in- 
cubators solves the care of the premature infant. 
If funds are limited, it is better to spend a small 
amount on incubators and use the remainder for 
nursing personnel. Any type of incubator which 
is safe, easily regulated as to temperature, and in- 
sures minimum and easy handling of the baby is 
satisfactory. 


A heated table which can. be used for bathing 
and for heating the linen is of value. 


Other equipment needed: 


A gram scale which makes possible a more 
accurate weighing of the baby 

Individual bath basins which should be 
sterilized daily 

Individual rectal thermometers, which will 
do much to prevent cross infections 

Bassinettes in which the baby can be 
placed when heat is no longer necessary 

Wall thermometers for checking the room 
temperature 

A hygrometer so that the humidity can be 
ascertained 

Each incubator equipped with a thermom- 
eter 

Standard nursery equipment 

Closed diaper and linen hampers 

Running water with knee, foot, or elbow 
control, in every room in the nursery—the 
more accessible the running water, the more 
apt it is to be used 

Plenty of soap and a sufficient number of 
towels, either paper or cloth, so that a towel 
is used only once 


Incubators and bassinettes should not be placed 


adjacent to each other. Sufficient space between 


them will prevent linen from one crib coming in 
contact with the baby or linen in the next bas- 
Sinette. 


Nursing Personnel 

In the physical set-up of any nursery, it is ad- 
Visable to remember that no set-up will be effec- 
tive unless there is a sufficient number of nurses. 
Some hospital executives are willing to spend 
large sums of money for equipment but refuse to 
employ enough nurses so that aseptic nursing 
technic can be carried out. The shortage of nurs- 
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ing personnel is one important reason why new- 
born babies receive inadequate nursing care and 
why there are epidemics of diarrhea and impetigo 
in nurseries. Where there is a large obstetrical 
service, the obstetrical supervisor should not be 
expected to be in charge of the nursery also. 
There should be a nursery supervisor. 


When there is a separate unit for premature 
babies, four graduate nurses especially trained 
in the care of the premature baby are necessary. 
This allows for a head nurse during the day, eve- 
ning, and night. The fourth graduate would assist 
the day supervisor and relieve the evening and 
night supervisor when they are off duty. This in- 
sures graduate supervision in the nursery at all 
times. The other help needed can be either student 
nurses or nursery maids. The graduate nurses 
will teach and supervise the undergraduate help. 
There should be at least one nurse to every four 
to eight babies. We cannot expect one nurse to 
care for fifteen to twenty babies and use aseptic 
technic. 


The role the nurse plays in the care of the pre- 
mature infant is of major importance. The tech- 
nic used, the emergency treatments, the mainte- 
nance of a normal body temperature, the methods 
of feeding, and the close observance of clinical 
symptoms and the early recognition of any patho- 
logical manifestations are all responsibilities of 
the nurse. 


It is the supervisor’s responsibility to establish 
a simple routine which can be carried out by 
everyone in the nursery. Procedures should be 
written, and should be carried out in the desig- 
nated method. In nurseries where each nurse is 
carrying out her own methods, the result is usu- 
ally a complete Jack of technic and routine. 


The supervisor, or her assistant, should see to 
it that all the nurses are taught the procedures 
accurately. All procedures should be demon- 
strated, and this can best be done in the prema- 
ture nursery, at the bedside of the baby. No 
nurse should ever be permitted to carry out any 
procedure without first having witnessed a dem- 
onstration, and secondly, without being person- 
ally supervised for the first two or three times 
that she carries out the procedure, or more if 
necessary. Feeding, diapering, putting nipples 
on bottles, making beds, scrubbing beds, anything 
that the new nurse is to do, should first be dem- 
onstrated. She should be taught that the most 
minute detail in the technic used is important. 


Since clinical observations are of more diag- 
nostic value than those found on physical exami- 
nation, conscientious observations are of the 
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greatest importance and attention must be given 
to the most minute detail. The nurse must ever 
be alert and observant of every symptom and be 
conscientious about reporting her observations to 
the physician. 


Nursing personnel must be impressed with the 
fact that with them rests the responsibility of 
infections occurring in the nursery. They must 
be constantly alert to prevent breaks in technic. 


If student nurses are in the nursery, a super- 
visor should always be present, so that their tech- 
nic can be checked upon constantly. If perma- 
nent nurses are employed, only those who are at 
all times very conscientious about using good 
technic should be permitted in the nursery. 


The nursing standards must be carried out dur- 
ing the entire 24 hours and technic and observa- 
tions during the evening and night are as im- 
portant as those during the day. At no time can 
there be any relaxing in good technic, nor in in- 
telligent observations and efficient nursery care. 


Aseptic Nursing Technic 

Morbidity is always potential mortality. It is 
the responsibility of the hospital to prevent mor- 
bidity from occurring either in the premature 
baby or the full-term baby. 

The following breaks in technic are frequently 
seen in nurseries for full-term and premature 
infants: 

1 Hands are washed infrequently or improp- 
erly. Hands and arms should be washed thor- 
oughly up to the elbows, using plenty of soap and 
running water. They should be washed: 

On entering the nursery 
Between handling of the babies 
After diapering 


Before feedings 


Following the use of a handkerchief or the 
adjusting or handling of a mask. 
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2 Babies are being fed and diapered at the 
same time. Diapering and feeding should be 
two separate procedures. Soiled diapers must be 
removed from the nursery before feedings are 
started. 


3 Scale is not draped properly, one draping is 
used for several babies, or a paper towel or nap- 
kin is put in the center of the scale and the sides 
are left exposed. 


4 Where the common bathing table is used, 
too many babies are bathed at one time and come 
in too close contact with each other, or the table 
is not properly cleansed or draped between babies. 


5 Nurses carry soiled linen or diapers next to 
their uniform or gown, and the next instant they 
carry clean linen and permit this to touch their 
gown or uniform. 


6 Lids on sterile containers are not put on 
securely and sterile material is exposed or lids are 
taken off during bathing periods and left off for 
the duration of the bathing period. 


7 The solution in the forcep jar often covers 
only the bottom of the jar and only the tip of 
the forcep is in the solution, yet the forcep is 
used to remove sterile material from a deep con- 
tainer. 


8 Bottles are propped and when. the nipple on 
the bottle slips out of the baby’s mouth and 
touches the crib cover, it is again put into the 
baby’s mouth. 


9 The nipples on bottles are not kept covered. 
They may be left uncovered for one-half to one 
hour before the baby receives its feeding. The 
feedings may be carried down the hall without 
having the nipples covered. 


10 The diapers may be rinsed in the same sink 
in which the nursing bottles are washed. If dia- 
pers are rinsed, the rinsing should be done out- 
side of the nursery. 


11 Formula are often prepared in the nursery. 


12 Sterile feedings, oxygen lids, and heat tents 
are placed on the floor. 


13 In bathing or handling of the baby, care is 
not taken to consider the upper part of the baby 
and bed clean and the lower part contaminated. 
The nurse should not handle the upper part of 
the bed or baby after handling the lower part, 
without washing her hands. 


Masks 


When masks are worn in the nursery, the hos- 
pital should have a sufficient number so that they 
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can be changed frequently. Too often they are 
worn, for a period of six to eight hours. When 
masks are worn they should be changed every 
two hours, and when removed, should be dis- 
carded. Masks should be thoroughly sterilized 
after use. 


The value of masks is very doubtful. They give 
to the individuals wearing them a sense of false 
security and they are usually advocated by per- 
sons who do not actually wear them. A nurse with 
a cold or a sore throat should be off duty, not in 
the nursery with a mask on. 


The hesitancy on the part of hospital execu- 
tives and physicians to isolate infants at the first 
sign of pathology may cause further instances of 
infection in the nursery. At the first symptom 
of infection the baby should be isolated. For any 
skin infection the hospital should see to it that 
the nursery is amply supplied with rubber gloves 
so that the nurse always has a clean pair of gloves 
to wear whenever she handles the baby. Wear- 
ing of gloves, as well as isolation gowns, will do 
much to prevent impetigo, or other skin condi- 
tion, from spreading in the nursery. 


Technic used should be such that every baby 
is isolated from every other baby in the nursery. 
When possible, individual set-ups should be used. 


Management of the Premature Infant 


Maintenance of Body Heat: The nursery per- 
sonnel should know how to regulate the tempera- 
ture of the incubator and the room so that the 
danger of chilling and over-heating of the pre- 
mature infant will be eliminated. The room tem- 
perature is best kept at 78 to 80 degrees F. The 
incubator should be regulated so that the baby’s 
rectal temperature is between 97 and 99 degrees 
F. The incubator should always be kept between 
80 to 90 degrees F. In order to determine the 
amount of heat advisable for the individual pre- 
mature infant, it is necessary to take the baby’s 
temperature rectally every four hours the first 3 
to 6 days. After this period the baby’s heat regu- 
lating center is better stabilized and there will be 
less fluctuation in the infant’s temperature. The 
nurse will be able to judge the amount of heat 
necessary to keep the baby’s temperature between 
97 to 99 degrees F. From then on the temperature 


is taken every eight hours, if the temperature is 
normal. 


Overheating should be guarded against as it 
causes dehydration and apathy and sometimes 
cyanosis. Therefore, the temperature of the room 


and the incubator should be checked at regular 
intervals, 


Handling of the Baby: The premature infant 
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Three tin bassinets with an electric bulb inside the hood 
so that the bassinets can be heated 


should be handled as little as possible. Undress- 
ing and dressing him in the bassinet, covering 
him with a small blanket while the temperature 
is being taken and while he is being weighed will 
prevent exposure. 


Warm sterile mineral oil is usually used for the 
initial bath, otherwise oil is not used unless the 
baby’s skin is very dry. A daily soap and water 
bath followed by a 40 per cent alcohol rub keeps 
the infant’s skin in. good condition. Tub baths 
may be given after the cord is off and the navel 
dry. 


Minimum handling is of major importance 
when cyanosis is present. Cyanosis occurs fre- 
quently in the premature infant. Whenever cya- 
nosis occurs during feedings, the feeding should 
be stopped at once. Feedings may have to be 
withheld for 5 minutes to 24 hours, depending on 
the baby’s condition. 


Aromatic spirits of ammonia should be used as 
an inhalant (5 to 6 drops are put on cotton). The 
back of the throat should always be inspected and 
if mucus or milk is present it should be removed 
gently. The abdomen should be inspected for dis- 
tention. If present, it should be relieved. Oxygen 
should be administered. The only safe method 
of resuscitation is a gentle compression of the 
chest wall—15 to 20 times per minute. 


Clothing: A short woolen shirt, with blind 
sleeves and an outer shirt of French pique, helps 
to maintain the body heat. A triangular diaper 
placed high over the abdomen and a heated diaper 
wrapped over the lower extremities complete the 
clothing necessary. 


Oxygen 


Oxygen is, in the case of many premature in- 
fants, as important in. decreasing mortality as is 
breast milk. Frequent need of oxygen is one of 
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the main reasons why premature infants should 
be hospitalized. A supply of oxygen should be 
in every nursery so that it will be available for 
emergencies. 


In the premature baby its use is indicated: 


For any baby under 1200 grams, because 
atelectasis is found frequently in the prema- 
ture baby 

For any infant where cyanosis is noticed 

For the baby whose prematurity is either 
caused by toxemia or placeta praevia 

For pneumonia 

For precipitate delivery or when the labor 
has been long or the delivery difficult or when 
the baby has been delivered by section 

For narcosis or asphyxia 


Oxygen, can best be administered by means of 
an oxygen chamber or an oxygen therapy unit. 
At least 45 per cent oxygen should be given. Many 
pediatricians advise oxygen only, rather than oxy- 
gen combined with carbon dioxide. The baby 
should be given oxygen for as long a period as 
necessary. It should be administered continu- 
ously, not intermittently. Almost all premature 
babies require oxygen for at least a period of 6 
to 48 hours. Others may need oxygen for a period 
of 8 days to 2 months. The use of the large tank 
of oxygen is much more economical than the small 
tank. 

Breast Milk 

Every effort should be made to obtain breast 
milk for the premature infant, either from the 
maternity wards in the hospital or from some 
outside source. If the breast milk is obtained 
from an outside source it is well to boil it 3 min- 
utes over a direct flame. The person supplying 
the milk should have a Wasserman test before the 
milk is used. The mother should always be en- 
couraged to keep up her breast milk supply. If 
the baby is delivered in the home the visiting 
or public health nurse can be requested to teach 
the mother manual expression of breast milk. It 
is well to have the mother send her milk to the 
hospital every day or every other day. 


Feeding of the Premature Infant 

A sufficient number of nurses should always be 
in the nursery so that the premature infant can 
be fed properly. Premature babies are often 
gavaged because the nurses do not have the time 
to feed them by dropper which is the preferable 
method of feeding. All premature infants should 
be fed by this method for at least 3 days, and if 
the baby is very small it may be necessary to feed 
it by dropper for a period of from 6 weeks to 2 
months. The dropper should always be protected 
by soft rubber tubing two inches long. The tubing 
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should not extend beyond the dropper for more 
than 14 to 4 of aninch. After the baby is strong 
enough to suck, feedings are usually given. by 
means of a small bottle. A nipple can be made 
from a dropper top of good quality—one hole is 
punctured in the center. This bottle should be 
used until the baby weighs 4 pounds. After this 
it may be fed either by the ordinary bottle and 
nipple or allowed to nurse. The average premature 
baby should not be allowed to nurse until it is at 
least 5 to 7 days old. The indications for gavage 
are: 


A marked increase in cyanosis when the 
baby attempts to swallow 

Pneumonia 

Marked dehydration may necessitate gav- 
aging the baby for a period of 24 to 48 hours 


Premature babies should be fed every three 
hours. Water or weak tea should be given be- 
tween each feeding to prevent dehydration. Min- 
imum feedings prevent diarrhea and to a large 
extent vomiting. Feedings should be given slowly 
and carefully to prevent aspiration and vomiting. 
If the baby vomits or takes its feedings poorly, 
half of its feeding is given and the baby is al- 
lowed to wait 10 to 15 minutes before the remain- 
der is given. 


Formula Room 
A hospital caring for premature or new-born 
babies should have a room where formulae can 
be prepared. They should not be prepared in 
either the nursery or the kitchen. The nurse 
should have time to prepare them without inter- 
ruption. Sterile equipment and a sterile set-up 
should be used unless the feedings are to be auto- 

claved after they are prepared. 


Cooperation 
If either the public health or visiting nurses 
are responsible for the follow-up care of the pre- 
mature infant in the home, the hospital should 
notify them of the discharge of the baby so that 
they can go into the home and help the mother. 


When possible, it is well to have the mother 
come to the hospital and either nurse or feed her 
baby from the bottle before it is discharged. This 
helps to eliminate some of her fears in handling 
her baby. Definite written instructions should be 
given to the mother. A 24-hour supply of formula 
should be sent home with the infant. 


It is not sufficient that the hospital be con- 
cerned only about the care which the premature 
infant receives while in the hospital. If the baby 
does not have a private physician, the hospital 
should assume the responsibility of giving to the 
mother all necessary instructions and should as- 
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certain. if the home facilities are adequate. If 
not, some agency in the community should be 
notified. The mother should be instructed as to 
where she can take her baby for the necessary 
follow-up care. 


Financing Care of Premature Infants 

Lastly we come to the financial consideration, 
which is of vital importance to every hospital, 
especially to the smaller institution. Taking care 
of premature infants in. almost all instances is a 
loss financially. Many premature babies come 
from indigent families and the parents are unable 
to pay for their care. 


Naturally a hospital caring for only a few pre- 
mature babies a year does not feel that it is war- 
ranted in spending money for special equipment. 
These hospitals may either transfer the baby to 
another hospital better equipped for the care of 
the infant, or, if that is not feasible, the institu- 
tion can depend on excellent nursing care and a 
minimum amount of equipment. 


Heat tents or heated beds should not be con- 
sidered as special equipment as they are often 
required for the full-term infant immediately 
after birth and oxygen too is indicated quite fre- 
quently for asphyxia and other pathology in the 
normal baby. 


Often organizations can be interested in financ- 
ing the hospital care of premature babies or in 
buying incubators or oxygen units. 


Special Pediatric Training Needed for 
Care of Premature Infant | 
We should remember that if we wish to estab- 
lish the highest possible hospital standards for 





the welfare of the premature baby, we must first 
raise the standards of care given to the full-term 
infant. 


Nurses caring for either premature or full-term 
infants should have pediatric training and, if pos- 
sible, special training in the management of the 
premature infant. It is only recently that health 
departments, physicians, hospital executives and 
nurses have begun to realize the needs of the full- 
term and the premature baby. Prior to this the in- 
fants have been considered a part of obstetrics that 
needed little or no attention. We have all been too 
willing to accept morbidity and epidemics in nur- 
series as something which had to happen at some 
time or another. Today we realize that aseptic 
technic, carried out intelligently by a capable and 
conscientious nursing personnel, will eliminate the 
danger of epidemics. The nurse familiar with 
the management of the premature baby is better 
equipped to care for the full-term infant, as many 
of the essential nursing factors are applicable to 
the full-term infant. 


When an epidemic occurs, the hospital spares 
no expense, numerous graduate nurses are em- 
ployed, nurseries are scrubbed and repainted or 
3-4 nurseries are established. The employment 
of sufficient personnel at all times so that proper 
technic can always be carried out is, in the long 
run, much more economical, and can prevent the 
anxiety which everyone feels when epidemics 
occur. 


The responsibilities of all hospitals in decreas- 
ing the morbidity and mortality of full-term and 
premature babies is indeed great, and a challenge 
which should be met by all institutions. 





Dr. S. R. D. Hewitt Bereaved—War Ace 
Son Killed in Action 


The many friends and associates of Dr. and 
Mrs. S. R. D. Hewitt of Saint John, New Bruns- 
wick, will regret to hear of the death in action 
of their son, Pilot Officer Duncan Alexander 
Hewitt, R. A. F., aged twenty. Pilot Officer 


Hewitt began flying when he was barely sixteen 
and was studying aeronautics in London when 
war broke out. On his first aerial engagement he 
is reported to have brought down a big Heinkel 
bomber and, in a recent letter, wrote of “bagging” 
four Nazi bombers in France. A recent movie film 
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portraying R. A. F. activities showed a closeup of 
Duncan in action during an aerial battle. 


Dr. Hewitt, a member of the Editorial Council 
of HOSPITALS, is general superintendent of the 
Saint John General Hospital. Previously he was 
superintendent of the Regina General Hospital 
and, following the last war, was director of the 
Christie Street Military Hospital at Toronto. 
Both Dr. and Mrs. Hewitt served at Salonica dur- 
ing the last war, the latter as a nurse. A sister 
of Pilot Officer Hewitt, Gwyneth, is in charge of 
one of the wards at the Toronto General Hospital. 
The sympathy of the entire hospital field goes to 
the bereaved family. 





Price Trends in Hospital Commodities 


McGill Commodity Service, Inc., Auburndale, Massachusetts 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


ANY people are progressing on the 
M premise that the current snap-back in 
business activity is merely a flash in the 
pan. In this connection it is worth while check- 
ing back a few years and noting that since 1933 
American business has moved in a series of un- 
precedented short-lived cyclical movements. Un- 
doubtedly, this upswing will be overdone, but 
from a fundamental standpoint, and barring an 
early cessation of hostilities, a foundation exists 
that warrants the first outstanding period of pro- 
longed industrial activity since the decade preced- 
ing 1929. Irrespective of the mounting level of 
taxation and the rising cost of living, a thorough 
study of internal conditions proves quite conclu- 
sively that serious maladjustments are not in evi- 
dence. After all, basic economic laws such as the 
ratio of supply to demand and the survival of the 
fittest have not been dissolved and are just as 
powerful today as in any period during the past 
century. The records show that production in- 
creased by leaps and bounds during the closing 
four months of 1939, in response to a tidal wave 
of aggressive buying. The moment that demand 
subsided, production followed suit, and a healthy 
balance has been maintained during the first six 
months of this year. 


Status of Inventories 


The crux of the situation is noted in the status 
of inventories. Looking back, stocks of basic raw 
materials started a sensational increase following 
the economic collapse of 1929. A peak was reached 
two years later in 1931 and then for six consecu- 
tive years the underlying trend moved downward. 
Stocks increased sharply during 1938 and reached 
a peak in early 1939. The trend subsequently de- 
clined with marked rapidity, reaching a low at 
the turn of the year. While stocks have increased 
for five consecutive months, yet each advance has 
proven limited, and the current reserve stands 
sharply under the average of the past two years. 
In a word, inventories of raw materials are far 
from burdensome. 


In the case of manufacturers’ inventories, the 
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toboggan slide which started in 1929 did not reach 
low ebb until 1933. A steady increase was noted 
from that year to a peak in 1937 which was well 
above the 1929 average. Considerable readjust- 
ment took place in 1938 and early 1939, and the 
trend moved sharply upward during the closing 
months of last year. However, the important point 
is that an extremely moderate increase has taken 
place since January 1, and current reserves stand 
substantially below the peak of 1937. Meanwhile, 
wholesalers have increased their inventories about 
11 per cent above those held a year ago, but the 
trend is no longer upward. In fact, during the past 
two months the contraction in supplies went a 
long way toward offsetting the increases noted 
during the first three months of the year. Finally, 
retailers have bought on a restricted basis since 
the very beginning of the war, and inventories 
stand today at the irreducible minimum. 


Production and Consumption 


We find that production is in close alignment 
with consumption, and the inventory status is in 
balance. This in itself represents a foundation for 
economic betterment. However, it is not merely 
the normal sources of demand that predominate, 
but rather, artificial forces. In the short space of 
a few months the Government appropriation for 
the new National Defense Program has been 
steadily increased and is now above the ten-billion- 
dollar mark. All business men will recall the effect 
upon business of the payment of the soldiers’ 
bonus in 1936. Fundamentally, the bonus was only 
a drop in the bucket compared with the proposed 
expenditure for defense over the course of the 
next few years. Equally important, industries 
which will benefit will not begin to receive orders 
in volume until the closing months of this year, 
and as 1941 progresses, the need for greater pro- 
ducing capacity will be more apparent. 


We also call attention to the fact that even if 
England is subdued, the continuation of the Na- 
tional Defense Program will act as a floor under 
the business structure and will soften the inevita- 
ble readjustment. However, the war is not over, 
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and it is our contention that an era of relatively 
good business is ahead, tempered by the presence 
of severe taxation, a curb on profits, and a pro- 
longed case of the jitters as European. events un- 
fold. Mobilization of industry will go on, yet there 
is no danger of an early introduction of the prior- 
ity system. Furthermore, no early attempt will be 
made to peg prices. Briefly, economic laws will 
continue to function, but because of the peculiar 
conditions that exist and the need for burdensome 
taxation, business is again on the threshold of a 
siege of profitless prosperity. 


In summary, this country has accepted a chal- 
lenge, and success cannot come without sacrifice. 
Fundamentally, the world situation is far more 
serious than is generally believed. The reason. for 
this state of affairs is that the inevitable repercus- 
sion which would generate from a German-dom- 
inated Europe more than taxes the comprehension 
of an individual. As long as England can hold the 
outpost, the United States must capitalize the ex- 
tremely important element of time, because right 
now is our one and only opportunity to lay the 
cornerstone for adequate preparedness. Now that 
public opinion is 100 per cent united, there is 
hardly any question concerning the ultimate suc- 
cess of the National Defense Program. 


The Stabilization of Commodity Prices 


Commodity prices have shown little life in re- 
cent weeks, and have stabilized at levels sufficient- 
ly low to counteract adverse forces. In early July 
the McGill Index of All Commodities stood 6 per 
cent under the peak in September and only 5 per 
cent above the level in effect a year earlier. There 
is hardly any room for important price weakness. 
Looking ahead, it is not wishful thinking to 
visualize some strengthening in the price struc- 
ture under the pressure of economic betterment, 
broadening demand, and higher producing costs. 
In some of our recent articles we have endeavored 
to emphasize the point that economically and 
statistically the position of commodities in gen- 
eral is vastly different from that during World 
War I. Hence, there will not be a repetition of the 
Sensational gyrations chronicled a quarter of a 
century ago. However, there is a price level which 
tends to discount every conceivable bearish fact, 


and this is more or less the situation that exists 
today. 


All Commodities 


In alignment with expanding industrial activity 
and a broadening demand for basic commodities, 
the composite McGill index during the past month 
strengthened. The upswing was primarily at- 
tributable to higher prices for drugs and chemi- 
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cals, paper products, cotton goods, and particu- 
larly meats. Moderate price strength was also 
noted in groceries and dairy products. Only one 
group registered weakness; namely, fuels. 


Drugs and Chemicals 


The price trend continued to move upward dur- 
ing the past month, and the latest increase was 
not due to quicksilver which has held fairly steady 
around the $200 mark, but rather to a price re- 
vision upward in iodine. It is well to bear in mind 
that iodine is an extremely important war com- 
modity. The majority of drugs and chemicals 
held on a stable basis. 


Paper Products 


During the past month the price level of paper 
products increased in. a broad manner, this being 
particularly true of tissue and wrapping paper. 
Output is moving into consuming channels and the 
stage is set for a definite improvement in paper 
consumption during the balance of the year. Ex- 
port trade has reached new peaks and many for- 
eign countries are now entirely dependent upon 
the United States for supplies. Producing costs, 
particularly pulp, remain on a firm basis. 


Cotton Goods 


The Index also gained upward momentum dur- 
ing the past month under the leadership of cotton. 
yarns. The potential demand for print cloth, 
sheetings, gray goods, and yarns is heavy and re- 
quirements for the National Defense Program 
over the course of the next year will increase the 
need for a greater volume of output. In the final 
analysis there is no inflation in cotton goods and 
price lists have recently held relatively close to the 
cost of production. 


Fuels 


This Index was the only one that declined dur- 
ing the past month and reflected moderate weak- 
ness in Bunker C. Bituminous minimum prices are 
not expected to become effective until some time 
after Labor Day. Generally speaking, current 
prices are below the proposed minimum levels. 
Petroleum is handicapped by overproduction and 
supplies today are extremely close to the peaks of 
a year ago and it will be recalled that last August 
the unbalanced statistical position necessitated a 
voluntary shut-down. Fuel oils, both residual and 
distillates are now under seasonal pressure. It is 
decidedly questionable whether the near-term 
period can be successfully bridged without intro- 
ducing further price concessions. 


Groceries 
The Index showed little variation during the 
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past month. Quotations for beans, cocoa, and 
sugar remained unchanged, while higher prices 
for cottonseed oil, lard, and rice more than offset 
price weakness in flour and corn oil. In the final 
analysis, stocks of staple groceries are relatively 
heavy in terms of prospective consumption, and 
a new producing season for agricultural products 
is directly ahead. 


Meats 


The Index has advanced in a relatively sharp 
manner during the past month, as higher prices 
for beef and lamb more than eclipsed the weight 
of lower prices for pork. To some extent price 
strength is a seasonal characteristic. The way 
matters now stand there is little room for further 
upward momentum in the price structure, for the 
simple reason that the number of livestock on the 
farms today is the largest in many years. 
Slaughter will remain on a plane comparable with 
year-earlier figures and feeding costs are bound to 
remain on a deflated plane. Briefly, important 
bearish factors are much in excess. 


Dairy Products 


The price trend has recently shown some dis- 
position to strengthen. During the past month 
higher prices were posted for both butter and 
cheese, while egg prices remain unchanged. The 
truth of the matter is that the statistical position 
of butter and cheese is rapidly weakening along 


seasonal lines. Milk production has held at record 
levels and production of dairy products has forged 
ahead at a rapid pace. Furthermore, consumption 
is not keeping pace with year-earlier figures. How- 
ever, the Government has been an aggressive 
buyer in the attempt to stabilize the market and 
prevent price weakness. Fundamentally, bearish 
forces still predominate and it is indeed question- 
able whether the near-term period can be success- 
fully bridged without witnessing some price ir- 
regularity. Consumers should consider the ad- 
visability of purchasing dairy products during 
periods of price weakness for consuming require- 
ments for the late fall and early winter period. 


Miscellaneous 


Fresh fruits and vegetables as well as canned 
fruits and vegetables moved on a horizontal course 
during the past month. Considering the country 
by and large, growing conditions have been ex- 
ceptionally good with the result that the stage is 
set for favorable crops. From now on. heavy mar- 
ket receipts of fresh vegetables will tend to keep 
the price structure under pressure. Barring un- 
foreseen developments, a normal pack will be put 
up for both fresh fruits and vegetables. However, 
producing costs during the balance of the year 
will tend to exceed year-earlier figures which will 
prove a powerful factor in preventing any im- 
portant price concessions along seasonal lines 
during the late summer and early fall period. 
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Tuberculosis Sanatorium Work in New Jersey 


EMIL FRANKEL 


ingly difficult to single out any one factor to 

which may be attributed the dramatic de- 
crease in the incidence of tuberculosis in the gen- 
eral population. It has been asserted that the 
general improvement in economic and social con- 
ditions during the last few decades has been as 
important as the tuberculosis control movement 
in which the sanatorium has played so important 
a part. 


T ine is general agreement that it is exceed- 


Nevertheless, there is universal recognition 
that since the tuberculosis disease is transmitted 
by infection among persons in close contact with 
the individual patient who has the disease, isola- 
tion achieved through institutional care has be- 
come of prime importance to stop the sources of 
infection. 


A study of the developments in the tuberculosis 
sanatorium field in New Jersey during the last ten 
years has been completed recently by the New 
Jersey State Department of Institutions and 
Agencies. It is largely based upon the social and 
medical characteristics of 23,204 patients admitted 
to the 14 state and county sanatoria for the first 
time. 


First Admissions 


The information about first admissions over a 
period of years represents the most valid index 
of the prevailing policies with regard to the hos- 
pitalization of tuberculous patients. They afforded 
a measure for observing changes occurring in the 
make-up of the incoming patients such as sex, age, 
color, marital status and diagnosis. In them are 
reflected the programs and efforts concerning the 
tuberculous of the local community. 


Type of Patients Admitted 


In 1939, patients admitted for the first time to 
the various state and county tuberculosis sanato- 
ra In New Jersey numbered 2,281. Of these 86.2 
per cent were suffering from pulmonary tuber- 
culosis, 1.9 per cent from other forms of tuber- 
culosis and 11.9 per cent were classified as non- 
tuberculous. The figures compiled indicate that 
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there is a growing number of adult non-tuber- 
culous patients entering state and county sana- 
toria. This increase has taken place in all the 
sanatoria but one and among both males and fe- 
males, more among the former than among the 
latter. 


Although an actual study of the individual cases 
can give the answer, various reasons may be sug- 
gested for the changes. The admissions may be 
cases of bronchiectasis, lung abscesses, and other 
chest conditions that can receive more appropriate 
care in a modernly equipped sanatorium than in a 
general hospital; they may be cases admitted and 
retained because there is no other public institu- 
tion to which they can be transferred. More cases 
are being admitted by certain sanatoria for com- 
plete diagnostic study not possible in the office of 
a private physician or a clinic. It is possible also 
that some communities may not have sufficiently 
accurate diagnostic facilities to screen out cases 
which should not be accepted for admission to 
sanatoria. 


Diagnosis of Pulmonary First Admissions 


Figures on the classification of pulmonary 
tuberculosis patients admitted to public sanatoria 
during the past ten years indicate that a larger 
proportion than in former years are diagnosed as 
“far advanced,” a finding that at first glance 
would appear to contradict generally prevailing 
impressions. 


1 Admissions of patients with minimal 
tuberculosis decreased from 18.7 per cent 
of all first admissions in 1929 to 10.4 per 
cent in 1939. 


2 Moderately advanced tuberculosis first 
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admissions decreased from 40.7 per cent 
in 1929 to 29.8 per cent in 1939. 


3 Far advanced tuberculosis first admis- 
sions increased from 40.6 per cent in 
1929 to 59.8 per cent in 1939. 


It is extremely difficult to single out any one 
reason for this trend. Leading physicians spe- 
cializing in tuberculosis in the state were con- 
sulted and the following reasons were suggested 
in explanation of this trend: 


1 More accurate diagnostic measures based on 
larger experience with a fuller understanding of 
x-ray readings. Cases now diagnosed as minimal 
were frequently missed entirely and not classified 
as tuberculosis by earlier methods of pre-sanato- 
rium diagnosis (by clinics or private physicians). 
Cases now diagnosed as moderately advanced or 
even far advanced may have shown only slight 
symptoms or pathology in response to earlier 
stethoscopic examinations or interpretations of 
x-rays. 


2 Better facilities are available for the treat- 
ment of minimal cases in the community, if the 
danger of infection is absent, through private 
physicians, clinic services (diagnostic and pneu- 
mothorax) and nursing follow-up. On the other 
hand if the initial pneumothorax given in the 
community without hospitalization, refills, and 
follow-up are not of the highest type or are not 
successful for other reasons, the disease will 
progress and the patient finally enters the sana- 
torium in a moderately advanced or far advanced 
rather than minimal stage. The unfortunate at- 
titude of some physicians who do not insist on 
aggressive treatment for symptomless minimal 
cases and are content to prescribe general health 
care, likewise decreases the number of early cases 
seeking hospitalization. 


3 Institutionalization of far advanced cases has 
been stressed as a. public health measure to pre- 
vent the spread of infection. Tuberculous patients 
are now hospitalized who formerly were allowed 
to remain in their homes in a semi-moribund con- 
dition or were given treatment at home; and cases 
are now diagnosed as far advanced and hospital- 
ized who might not have been diagnosed before 
death in earlier years. 


Age Factor in Pulmonary First Admissions 


There are striking differences in the age dis- 
tribution by sex of the pulmonary first admis- 
sions to state and county sanatoria. 


In 1939, 8 per cent of the males and 18 per cent 
of the females were under 20 years of age; 64 
per cent of the males and 72 per cent of the fe- 
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males were at their most productive periods, 0 
to 49 years of age; and 28 per cent of the males 
and 10 per cent of the females were over 50 yeavs 


of age. 


A different age grouping shows 41 per cent of 
the males and 72 per cent of the females under 
35, or 33 per cent of the males and 54 per cent of 
the females between 20 and 34 years of age. 


Case Reporting and Sanatorium Admissions 


In 1938, tuberculosis cases reported to the State 
Department of Health numbered 4148, and 2043 
entered state and county sanatoria; 5223 cases 
were reported in 1929, and 2224 entered sanatoria. 
This means that almost one-half of all the tuber- 
culosis cases reported to the State Department of 
Health in 1938 appeared on the roster of public 
tuberculosis sanatoria that year and that a grow- 
ing proportion of cases officially reported are re- 
ceiving public sanatorium care. 


The increased use of the sanatoria is due to 
(1) enlarged facilities for the care of patients in 
the state; (2) general case finding efforts; and 
(3) increased public consciousness of the value 
of sanatorium treatment as a curative procedure 
and as a preventive measure. This has been 
brought about by public health education of 
school, community and industrial groups, and by 
both lay and professional agencies. 


In the opinion of the Committee on Tubercu- 
losis of the Governor’s Health and Welfare Con- 
ference, the rising rate in readmissions 


“is doubtless influenced by the prevailing lack 
of facilities for after care of patients. Fail- 
ure to provide adequate relief allowances, 
with difficulty in obtaining suitable part time 
or full time employment under good working 
conditions, may be responsible for this situa- 
tion. Some large industrial firms pursue a 
generous policy on reemployment of their 
own employees, but are loathe to employ 
workers not on their payroll previous to their 
illness. A large proportion of workers are 
unskilled and their education usually ended 
in the elementary grades. Their employment 
has often been of a seasonal or transient 


type.” 
Deaths in Sanatoria 


The extent of deaths occurring in sanatoria is 
closely tied up with the type of patients admitted 
and with the stage of disease of patients admitted 
with pulmonary tuberculosis. In the three-year 
period 1937-1939, of 2566 pulmonary tuberculosis 
patients who died in sanatoria, 88 per cent were 
in the far advanced stages. 
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Measured by three different criteria, deaths in 
sanatoria have been kept at a low rate of occur- 
rence, in spite of an increasing number of pa- 
tients under treatment, a rising number of pa- 
tients admitted with far advanced tuberculosis, 
and the introduction of surgical procedures in- 
volving considerable risks. 


Death Reporting and Sanatorium Deaths 


One of the most significant developments in the 
sanatorium field in recent years is the constantly 
increasing number of patients suffering from tu- 
berculosis who die in sanatoria in comparison to 
the total tuberculosis deaths that occur and are 
reported in a given year, to the official state health 
agency. 


In 1929, there were 2917 tuberculosis deaths 
reported to the State Department of Health and 
724, or 24.8 per cent of these, occurred in public 
sanatoria. This may be contrasted with the situ- 
ation in 1939, when a total of 1821 deaths were 
reported and 846, or 46.5 per cent, took place in 
the sanatoria. 


Between 1929 and 1939, total tuberculosis 
deaths reported to the State Department of 
Health decreased 37.6 per cent, tuberculosis 
deaths occurring in sanatoria increasing 16.9 per 
cent. 


This hopeful change may be accounted for by 
the attitude of the sanatorium, the patient, and 
the relatives. Only a few years ago some sana- 
toria sent moribund patients home to die because 
the patient and relatives requested it and because 
the death would not then be counted against the 
sanatorium. Today the importance of giving such 
patients active hospital care until death, is recog- 
nized by all groups. This permanent segregation 
of infectious cases is one of the fundamental prin- 
ciples of tuberculosis control. 


Length of Sanatorium Stay 


For every 100 patients under treatment in pub- 
lic sanatoria in recent years, from 36 to 39 re- 
turned to the community. During the last five 
years for every 100 patients admitted, from 66 
to 69 were discharged. 


A census taken of 2739 resident patients in 
public sanatoria in June 30, 1939, showed that 
40.9 per cent had a continuous stay of one year 
or more. The available figures indicate an in- 
creasing average length of stay of tuberculosis 
patients discharged alive from sanatoria, who 
have benefited from their treatment. This un- 
doubtedly reflects institution policies of prolong- 
ing the stay of patients in sanatoria to attain 
Cure and also of the prevailing economic situa- 
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tion which makes the family less able and willing 
to care for and support in the home patients who 
cannot obtain work and may not be physically 
able to work. 


Education before admission and during hospi- 
talization has shown the patient the value of pro- 
longed care, and the danger to himself and his 
family of a return while still in the infectious 
stage. 


There would naturally be a connection between 
the diagnosis of pulmonary tuberculosis patients 
admitted to sanatoria and the average length of 
their sanatorium stay. The following not only 
illustrates this connection—in 1939, the average 
stay was 151 days for minimal cases, 233 days for 
moderately advanced cases, and 249 days for far 
advanced cases—but also the fact that the aver- 
age stay has increased markedly in moderately 
and far advanced cases in the years under ob- 
servation. 


As would be expected, the average stay in san- 
atoria of discharged patients is relatively longest 
for those whose health condition on leaving is 
most nearly restored to normal. In 1929, the un- 
improved patients stayed 72 days and in 1939 they 
stayed 81 days. Patients discharged as improved 
or better stayed 265 days in 1939, in contrast to 
159 days in 1929. 


As in the case of discharges, the length of stay 
of those dying in sanatoria has been consider- 
ably increased in recent years. In 1929, 71.9 per 
cent of those who died in sanatoria did so in less 
than 6 months’ time, while only 13.8 per cent 
stayed a year or more. This may be contrasted 
with the 1939 situation, when 62 per cent died 
within 6 months, but 22.7 per cent remained a 
year or more. 


Development of Sanatorium Care 


A state subsidy system for the maintenance of 
indigent tuberculous patients provides that the 
state pay $6 per week toward the cost of main- 
taining a county indigent patient and $12 per 
week for a state indigent patient. A county indi- 
gent patient is one who has resided in the county 
for five years; a state indigent patient has re- 
sided in the state for more than one year but has 
not resided in a county for five years. 


A law which became effective in 1912 made the 
counties responsible for the care of their tuber- 
culous patients. The Board of Chosen Freehold- 
ers (the governing body of the county) is re- 
quired to erect and maintain adequate hospital 
accommodations for tuberculosis patients in the 
county, and if the county has no tuberculosis hos- 
pital, to contract for their care elsewhere. 











The beginnings of the public sanatorium care 
for the tuberculous in New Jersey date back to 
1907, when the New Jersey Sanatorium for Tu- 
berculous Diseases at Glen Gardner was opened. 
The law creating the sanatorium stipulated that 
persons to be admitted “shall be afflicted with a 
tuberculous disease of the respiratory organs 
which is of a curable nature.” 









Past experience indicates that the tuberculosis 
sanatorium will continue to occupy an important 
place in the movement toward combating tuber- 









New Diagnostic Building of the George 
F. Geisinger Memorial Hospital 


A contract has been let for the erection of a 
diagnostic building for the George F. Geisinger 
Memorial Hospital, Danville, Pennsylvania. Con- 
struction began July 1, and it is expected that 
the new unit will be ready for occupancy by De- 
cember of this year. 
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New Diagnostic Building of the George F. Geisinger 
Memorial Hospital 







The three story structure will provide the in- 
stitution with certain greatly needed facilities. 
The ground floor will contain a large central sur- 
gical supply room. Supplies used throughout the 
hospital will be distributed from this department 
by means of dumbwaiters. 







The department of internal medicine will oc- 
cupy almost all of the first floor. Offices will be 
adjacent to a complete suite of examining rooms, 
and in connection will be a clinical laboratory for 
the use of the medical department. Additional 
rooms are also provided on this floor for surgical 
dispensary services. 








The second floor will contain a fracture room, 
further operating room facilities and new treat- 
ment rooms for the department of urology. 







The construction of the building will conform 
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culosis. This movement—well organized and com- 
prehensive—will lead toward the eventual eradi- 
cation of tuberculosis, as now seems confidently 
to be expected. It is extremely desirable, there- 
fore, that the sanatorium continue to receive ade- 
quate community support; that it be given every 
encouragement to go on with its curative work 
as well as to experiment with measures which 
will act as effective health restoratives of pa- 
tients suffering from tuberculosis; and lead 
toward the discovery of new measures of tuber- 
culosis control. 






to that of the existing buildings. Furnishings and 
equipment will be complete and modern. When 
the new unit of the hospital plant is completed, 
the total valuation of the hospital property will 
be in excess of two million dollars. 





Cecil C. Hurin Becomes Administrator 
of Jennie Edmundson Memorial Hospital 


Cecil C. Hurin, who has long been prominent 
in hospital administrative work, has been ap- 
pointed administrator of the Jennie Edmundson 
Memorial Hospital, Council Bluffs, Iowa, succeed- 
ing Mrs. Emma Lucas Louie, the oldest hospital 
administrator in continuous service, who died 
recently. 


Mr. Hurin was assistant to the late E. 8. Gil- 
more, who was superintendent of Wesley Me- 
morial Hospital, Chicago; he was also connected 
with St. Luke’s Hospital, Chicago; and for twelve 
years was superintendent of the Iowa Methodist 
Hospital, Des Moines, Iowa. Until recently, Mr. 
Hurin was associated with the Methodist Hos- 
pital of Southern California at Los Angeles, Cal- 
ifornia. 





Reverend Frederick PB. Fens 
Reverend Frederick P. Jens, superintendent 
emeritus of the Evangelical Deaconess Hospital, 
St. Louis, Missouri, died on July 7 at the age of 74. 


Rev. Jens was superintendent of the Evangelical 
Deaconess Hospital for forty-two years. He re- 
tired last January, because of ill health, and was 
succeeded by the Rev. Paul R. Zwilling. 


Reverend Jens was a constant attendant at the 
annual meetings of the American Hospital Asso- 
ciation during the entire period of his activity as 
a hospital administrator. He was well known 
throughout the hospital field, and during his pe- 
riod of administration he developed the Evangeli- 
cal Deaconess Hospital into one of the finest in- 
stitutions in the middle west. 
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Whether Hospital is Liable for Negligence of 
Employee in Performing Tasks Incident 
to His Employment 


Andrews v. Roosevelt Hospital et al., 18 N. Y. S. 

2d 447 

A judgment in favor of the plaintiff was re- 
versed, and the complaint was dismissed. It ap- 
peared that after an intern and an orderly had 
transferred the decedent from an ambulance to 
an operating room, the door was closed for a short 
time, and the intern and the orderly left the room, 
leaving the decedent alone on. a wheel table. The 
patient fell from the table, suffering injuries 
which resulted in his death. 


The question of liability was considered by the 
court, it being said: 


“* * * The duty of the orderly, as such, 
terminated when he delivered the patient to 
the examining room and into the custody of 
the intern. If negligence were to be predi- 
cated upon the fact that even though the in- 
tern retired from the room the orderly should 
have remained, then the latter’s duties in re- 
maining would have been those of a nurse in 
attending the patient, and negligence in con- 
nection with that status cannot be attributed 
to the defendant hospital. * * *” 


This case, following earlier New York deci- 
sions, was grounded upon the rule that a hospital 
employee, in performing tasks incidental to, and 
in the course of his employment, is not to be con- 
sidered as capable of doing anything which would 
hold the hospital liable. This is on the theory 
that a hospital furnishes the means to treat and 
cure ailments, but does not undertake to guar- 
antee that a cure will result. Therefore, the hos- 
pital, being a place wherein the patient is placed 
by his physician, is not to be held responsible for 
acts of negligence on the part of its employees, 
when those acts are performed as part of his task 
of caring for, or treating a patient. 


——= 


County Has a Right to Bring Suit to Recover 
Value of Hospital Services 


Oliver v. Hall County Memorial Hospital, 8 S.E. 
2d 138 (Ga.) 


The county brought suit against a patient in its 
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hospital on an open account to recover for the 
value of services rendered to that patient. It was 
urged that the county had no right to maintain 
the hospital, that it could not sue in its own name, 
and that it had no right to make charges for serv- 
ices rendered. The Court of Appeals of Georgia 
held that the county had the right, not only to sue, 
and to make charges, but that it had the implied 
authority to establish the hospital in the begin- 
ning. It was said by the court: 


“* * * Tn other words, the express author- 
ity to a county to make rules and regulations 
for the benefit of paupers and to promote the 
health of the county will imply authority to 
operate and maintain a hospital in order to 
accomplish such acts. The Board of Commis- 
sioners of Roads and Revenues in Hall County 
were granted by the legislature the exclusive 
jurisdiction ‘In making such rules and regu- 
lations for the support of the paupers of the 
county and the promotion of the health of the 
county as are not inconsistent with the laws 
of the State.’ ” 


“* * * We think that by fair implication 
from this Act of 1935 creating the Board of 
Commissioners of Hall County, and specify- 
ing therein the jurisdiction of the Board, the 
county in the instant case had authority and 
power to operate a hospital for paupers, and 
may incidentally make charges for the use of 
said hospital to those able to pay therefor in 
order to help bear the expenses of maintain- 
ing said hospital. * * *” 


“Furthermore, we are of the opinion that 
where one has received the benefit of a con- 
tract (express or implied) with a county (a 
corporation) he is estopped to deny the power 
of the county to make said contract. Here the 
defendant received the benefit of the county’s 
hospital, its nurses, its interns, its medicines, 
its anesthetics, its operating room, and all of 
its facilities under a promise to pay therefor. 
Can he now deny the power or authority of 
the county to operate said hospital and make 
said contract? We think not; he is estopped, 
for he has received a benefit. * * *” 


Generally, the fact that a county has estab- 
lished a hospital in which it treats poor persons 


123 





SE FT nee 

















does not prevent the county from charging the 
usual and customary rates to those who can afford 
to pay. In fact, in one instance a suit was brought 
to compel the county to make charges to persons 
who could afford to pay, and the suit was success- 
ful. It is good law that the county can sue and 
recover in instances of the kind noticed here. If 
courts were to hold otherwise it is conceivable 
that county institutions would be overrun with 
“dead beats” receiving hospitalization for noth- 
ing, yet who are entirely capable of paying the 
reasonable charge for services which have been 
rendered. 


—_——_——___. 


Whether Hospital Employee Is Subject to 
Terms of Workman’s Compensation Law 
When Injury Is Received as a Patient 


Volk v. City of New York, 19 N. Y. S. 2d 53. 

The action was brought by the plaintiff, a nurse, 
for injuries sustained by her as an employee in 
a hospital operated by the defendant. It appeared 
that the plaintiff had been given an injection of 
a decomposed morphine solution, which was sup- 
posed to have rendered her arm useless. A judg- 
ment was entered upon a verdict in favor of the 
plaintiff. The Supreme Court, Appellate Division, 
reversed that judgment and dismissed the com- 
plaint. 


A question arose as to whether the plaintiff 
was to be considered subject to the terms of the 
New York Workmen’s Compensation law. Of 
this question the court said at page 59: 


“Workmen’s Compensation Law, Section 3, 
expressly provides (subdiv. 1, Hazardous 
employments, Group 15) that compensation. 
shall be payable for injuries incurred by em- 
ployees employed as nurses in a _ hospital 
maintained by a municipal corporation. The 
complaint alleges that plaintiff made a con- 
tract with Bellevue Hospital to enter its em- 
ploy at a salary of $90 per month ‘with board 
and maintenance and proper medical and sur- 
gical attention in return for which the plain- 
tiff was to follow her occupation as a nurse 
in said hospital’; that ‘while plaintiff was in 
the employ of the defendant she became ill 
as a result of which she needed medical care 
and attention’; that defendant through its 
employees administered the four injections 
which caused her injuries; and that defend- 
ant itself was negligent in furnishing im- 
proper medicines as a result of which plain- 
tiff was injured. Clearly, the complaint al- 
leges that plaintiff was an employee in an 
employment enumerated in the Workmen’s 
Compensation Law for which a remedy is af- 
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patient. 
. contention: 


forded by law, and also alleges the cause of 
action arose in the course of such employ- 
ment. We think it also sufficiently indicates 
that the cause of action arose ‘out of’ the em- 
ployment. Section 2, subdivision 7 of the act 
defines injury to mean ‘only accidental in- 
juries arising out of and in the course of em- 
ployment and such disease or infection as 
may naturally and unavoidably result there- 
from.’ The nurses’ infirmary was used for 
the treatment of nurses employed by the hos- 
pital. Only because plaintiff was an employee 
to whom (as part of its duty under the terms 
of the employment contract) defendant owed 
the duty ‘to provide proper medical * * * 
attention’ did plaintiff receive the medica- 
tion complained of in the nurses’ infirmary. 
Accordingly, the complaint sufficiently alleges, 
and beyond question plaintiff’s proofs estab- 
lished that the cause of action arose ‘out of 
and in the course of employment.’ In such 
case it is well settled that no action can be 
maintained unless it is alleged the employer 
failed to comply with the statute with respect 
to compensation insurance, and where the 
statute gives a remedy it is exclusive, pro- 
vided the employer has complied therewith. 
* * * There are no allegations that defendant 
failed to comply with the Workmen’s Com- 
pensation Law, and the trial court on objec- 
tion by plaintiff’s counsel refused to permit 
defendant to ask questions regarding plain- 
tiff’s compliance with the Workmen’s Com- 
pensation Law, on the ground that the de- 
fense was not pleaded, and denied defend- 
ant’s motion to amend and set up the de- 
fense.” 


Counsel for plaintiff urged that the plaintiff 
was not to be considered as an employee of the 
hospital at the time of the injuries, but that she 
should have been considered by the court as a 
The court made this comment of the 


“Assuming, however, without conceding, 
that plaintiff was a patient, we think there 
are other insupperable obstacles to plaintiff’s 
recovery. A public hospital not run for profit 
is not liable for the negligence of its physi- 
cians and nurses in the treatment of patients, 
if due care has been taken in their selection; 
no distinction. is made between the position 
of nurse and that of a physician, and none is 
justified on principle. * * * The rule of ex- 
oneration has been applied even to an orderly 
when engaged in caring for a patient. * * * 
In such professional acts, physicians and 
nurses are not the agents and servants of the 





HOSPITALS 











hospital, and the rule of respondent superior 
does not apply. Nurses are held to be pro- 
fessional persons employed to exercise their 
calling on their own responsibility under the 
general direction of the physician in charge, 
and are grouped with physicians and sur- 
geons and not with cooks, chambermaids, 
etc., employed in purely ministerial and ad- 
ministrative functions. * * *” 


“While the rule of respondent superior 
does not apply in the case of doctors and 
nurses, it is now settled that a charitable in- 
stitution is not exempt from the application 
of that rule in the case of injury to a patient 
or beneficiary occasioned by the negligence 
of the hospital’s merely administrative serv- 
ants or employees, such as the driver of its 
ambulance when functioning in that charac- 
ter. * * * Assuming the relation as claimed 
by plaintiff, we think that plaintiff’s own 
proof establishes as a matter of law that her 
injuries were proximately caused by the mal- 
practice of the nurses who gave the four in- 
jections, for which professional negligence 
even to a paying patient defendant, as owner 
of a public hospital, has no liability. * * * 


“There is no proof that when the magendie 
solution was originally furnished by defend- 
ant, as the owner and operator of the hospi- 
tal, it was not fresh, clear, and good for the 
medical purposes for which it was intended. 
The proof was that it was deteriorated and 


became stale and dangerous for such use by . 


being allowed to stand. In that state of facts 
we think defendant was not guilty of an ad- 
ministrative act of negligence proximately 
causing plaintiff’s injuries. * * * 

“It seems preposterous to assume that in 
a hospital such as Bellevue Hospital, New 
York City, a fresh supply of this ordinary 
drug was not readily available and would not 
have been readily supplied to the nurses by 
the hospital in August, 1933, when it was 
needed for this patient. The gross negligence 
of those nurses who, according to plaintiff, 
deliberately injected the decomposed solution 
into plaintiff’s arm on four successive occa- 
sions was the sole proximate cause of plain- 
tiff’s injury, for which defendant has no li- 
ability.” 


Attention of the court was next directed to the 
issue whether the city was, at the time of the 
injury, engaged in the exercise of a governmental 
It was said: 


function in operating the hospital. 


“* * * The nurses’ infirmary was at the 
time in question being used to enable the city 
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to exercise its governmental function and not 
for any private proprietary enterprise for 
gain or profit. It was in the service of the 
hospital to give nursing care to nurses em- 
ployed therein, so that their health would be 
maintained and they would thus be able to 
minister to the sick in the hospital and carry 
out its governmental function of protecting 
public health and public welfare. * * *” 


“Our comment on the issue of the City’s 
governmental immunity and the malpractice 
of the nurses and the failure of proof of ad- 
ministrative dereliction on the part of the 
hospital are all on the assumption of the 
plaintiff’s theory that the relation between 
the parties was that of patient and hospital. 
As indicated above, however, we think that 
assumption erroneous, and that the relation 
alleged in the complaint and clearly estab- 
lished at the trial was that of employer and 
employee.” 


ce etal 


Whether State Is Liable for Negligence Causing 
Infection in Patient in State Hospital 


Blassman v. State, 282 N. Y. 522, 27 N. E. 2d 34 


It appeared that plaintiff, an incompetent, sued 
by his guardian ad litem. to recover for injuries 
sustained when, he cut his hand while a patient 
in the Rockland State Hospital. The Court of 
Claims had dismissed the claim, and the Appellate 
Division, Third Department, 258 App. Div. 365, 
16 N. Y. S. 2d 744, had reversed the judgment 
of the Court of Claims and had entered judgment 
in favor of the claimant. The Court of Appeals 
here reversed the judgment of the Appelate Di- 
vision, and affirmed the judgment of the Court 
of Claims. 


The evidence was that while the patient was 
working in the kitchen of the hospital he lifted 
a pail, or some container, and thus cut his finger. 
In discussing the case the court said: 


“We find no evidence in the record which 
dictated rejection of the findings made by the 
Court of Claims or which sustains the find- 
ings of the Appellate Division. The cut was 
apparently of slight account until in some 
manner it was infected, and the opinion of 
the Appellate Division indicates that its de- 
cision is based upon the conclusion that the 
infection was due to the failure of the hospi- 
tal to apply iodine promptly and to furnish 
treatment by a physician until several days 
after the accident. Duty to treat the cut 
could arise only when the State or its em- 
ployees had knowledge or notice that an acci- 
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dent had occurred, and the finding of the trial 
court, fully sustained by the evidence and 
not reversed by the Appellate Division, es- 
tablishes that until the day following the ac- 
cident the State and its employees had no 
such knowledge or notice. 


“The claimant failed to establish that any 
neglect of the State thereafter caused the in- 
fection. Concededly the cut was bandaged 
and a wet dressing placed upon it, at latest 


two days after the accident, and the weight 
of evidence shows that the cut was dressed 
earlier by an attendant. There is nothing in 
the record to show that treatment of the cut 
by the attendant was not in accordance with 
proper medical practice or that the subse- 
quent condition of the finger was the result 
of the treatment so given or could have been 
avoided by treatment which a physician 
might have ordered.” 
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The Hospital Book Shelf 


A TEXTBOOK OF MEDICAL DISEASES FOR NURSES. 
Arthur A. Stevens, A.M., M.D., and Florence 
Anna Ambler, R.N., A.M. W. B. Saunders 
Company. Fourth Edition. 1940. $2.75. 


—_——_@——____. 


MODERN CATGUT. Lewis Manufacturing Company. 

1940. Gratis. 

This little brochure describes in detail the char- 
acteristics of the various types of catgut sutures 
and illustrates in colored microphotographic 
plates the reactions in the tissues resulting from 


their use. 
a 


MATERIA MEDICA, PHARMACOLOGY AND THERA- 
PEUTICS. Maude B. Muse, R.N., A.M. W. B. 
Saunders Company. Third Edition. 1940. 
$3.00. 

The present edition of this standard text has 
been entirely rewritten in line with present day 
advances in pharmacotherapy, and with the addi- 
tion of two new chapters—one on pharmacothera- 
peutic principles and one on suggested student 
activities. 


en 


LET’s TALK ABOUT YOUR BABY. .H. Kent Teuney, 
Jr., M.D., F.A.A.P. University of Minnesota 
Press. 1940. $1.00. 

Written originally for distribution to his pri- 
vate patients, Dr. Teuney’s little book has been 
so well accepted that it now goes into a second 
edition. 


The author’s new approach by writing from the 
baby’s viewpoint adds piquancy and readability to 
the solid pediatric principles so adeptly set forth. 


It is essentially a book for mothers, old and 
young, but much worth while for nurses, yes and 
many doctors who have the responsibility for the 
care of babies. 
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A REVIEW OF NuRSING. Helen F. Hansen, R.N. 
W. B. Saunders Company. Third Edition. 1940. 
$3.00. 

This new edition represents not only a refine- 
ment of material used in previous editions, but has 
been expanded by the inclusion of nearly one thou- 
sand new and revised questions. 


a 


MICHIGAN HOSPITAL HANDBOOK. Dorothy Ketch- 

am, Ann Arbor, Michigan. 1940. 

This book was basically intended as a guide to 
the laws of Michigan as they apply to hospitals, 
but the author has gorie so exhaustively into court 
decisions and interpretations of other states as 
well that it becomes in effect a handbook of hos- 
pital law. 


But both the text matter and the arrangement 
are approached from the standpoint and in the 
language of the hospital rather than of the legal 
field, and is therefore more understandable and 
more practical for the use of the hospital adminis- 
trator than is the book written by the lawyer 
which is too often clothed in abstruse legal ver- 
biage. 


—— 


“LAW FOR HOSPITAL AUTHORITY.” By Capt. J. 
E. Stone. Consultant on Hospital Finance, King 
Edward’s Hospital Fund for London; author of 
“Hospital Organization and Management,” “Hos- 
pital Accounts and Financial Administration.” 


The author has had a distinguished background 
in the field of hospital administration, which is 
indicated, not alone by the excellent treatises 
which he has heretofore written, but which is also 
indicated in the volume under review, the out- 
standing characteristic of which is its excellent 
practical ventilation of legal problems for hospital 
administrators. 
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Accrediting Program of the National 
League of Nursing Education 


HENRIETTA FROEHLKE; R.N. 


League of Nursing Education was begun in 
the fall of 1937 and grew out of the findings 
of the Grading Committee. 


Tis accrediting program of the National 


The accrediting movement in this country was 
begun in 1868 when the term “college” was de- 
fined and all schools that fit that description listed. 
Standards and measurements were set up and edu- 
cational expansion was somewhat regulated. Ac- 
crediting grew slowly but steadily and now young 
people before they choose their college, find out 
whether the school is registered and what its 
standing is. 


The work of accrediting committees is definitely 
sound educationally. Before 1910 every institu- 
tion of higher learning in this country was almost 
completely autonomous but since the advent of 
standardizing bodies they have to conform to the 
demands of these bodies. “Before 1910,” said 
Doctor Capen of the University of Buffalo, “they 
were free to sin as grossly as they would, and 
some of them were pretty sinful.” 


These agencies were in fact in those days vigi- 
lance committees who were ordered to put an end 
to dishonesty and to educational malpractice. 
There are many in the academic field that believe 
there is no more need for this vigilance—they feel 
that academic education is entirely a personal 
matter. Professional groups, on the other hand, 
felt that the academic groups had set a good ex- 
ample and that better training for their callings 
would result in better professional service to the 
public and so there arose accrediting programs in 
law, dentistry, teaching, home economics, and so 
forth. 


“One of the earliest and most effective of these 
programs was the classification of medical schools 
by the Council on Medical Education of the Amer- 
ican Medical Association. The results of this 
classification were almost like magic.” Now we 
have national standardizing bodies in every pro- 
fessional field as well as in different branches of 
the academic field. 
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@ Henrietta Froehlke, R.N., is the Director 
of the Department of Nursing, University of 
Kansas Hospitals, Kansas City, Kansas. 





How the Accrediting Committee is Constituted 


The accrediting program that we are to con- 
sider is a professional one. The accrediting com- 
mittee of the National League of Nursing Educa- 
tion is composed of fourteen prominent nursing 
educators from many parts of the country; they 
come from Texas and Wisconsin, from California 
and Massachusetts. Its chairman is Elizabeth 
Burgess. There are fourteen members and four 
ex-officio members. One of the latter is Clara 
Quereau, the secretary of the committee. Miss 
Quereau is very well qualified both by training and 
experience for this work. Consultants to this 
committee have been appointed by the American 
College of Surgeons, the American Hospital Asso- 
ciation, the Council on Medical Education and 
Hospitals of the American Medical Association, 
the American Nurses’ Association, and the Na- 
tional Organization of Public Health Nurses. The 
Board of Directors of the National League of 
Nursing Education has also asked the following 
people to act as consultants: Edward S. Evenden, 
Ph.D., of Teachers’ College, Columbia University ; 
Rev. Alphonse M. Schwitalla, S.J., Dean of the 
School of Medicine, St. Louis University; George 
A. Works, President of the North Central Asso- 
ciation of Secondary Schools and Colleges. 


Objectives of the Accreditation Program 


In order that we may have a clear picture of 
what the accrediting committee wishes to accom- 
plish I shall quote its objectives verbatim from 
its statement of policy: 


1 To stimulate through accrediting prac- 
tices the general improvement of nursing edu- 
cation and practice throughout the United 
States. 


2 To help those responsible for the admin- 
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istration of schools of nursing to improve 
their schools. 


8 To give public recognition to schools that 
voluntarily seek and are deemed worthy of 
accreditation. 


4 To assist in guiding prospective students 
in their choice of schools of nursing through 
the publication of a list of accredited schools 
and by the same means to assist secondary 
schools and colleges in their vocational guid- 
ance programs. 


5 To serve as a guide to state boards of 
examiners in further defining their standards 
for the recognition of schools and to promote 
reciprocal relations in the registration or li- 
censure of nurses for practice. 


6 To make available to institutions admit- 
ting students or graduate nurses to advanced 
standing, information that will help in evalu- 
ating professional credentials. 


7 To provide information to lay and pro- 
fessional groups for the purpose of develop- 
ing an understanding of the ideals, objectives, 
and needs of nursing education. 


Making a Preliminary Survey 


In order to carry out these objectives fairly it 
was decided to undertake a preliminary survey 
of fifty schools of nursing in different parts of the 
country. This survey gave the committee a cross 
sectional view of the typical good school of nurs- 
ing in this country and standards were set up ac- 
cordingly. This survey was completed last year 
‘ and the committee is now beginning its real job. 
About 125 schools have applied for accreditation. 
Three full time nurse workers are employed on 
this project. Miss Quereau, whom I have already 
mentioned, is the secretary. She is assisted by 
Adelaide Mayo and Augusta Patton. Whenever 
possible the different members of the committee 
will serve as visitors and thus time and money 
will be saved for the committee. 


Procedures to Follow in Applying for 
Accreditation 


When a school wishes to apply for accredita- 
tion and writes to ask for an inspection an appli- 
cation blank is sent. This blank is filled in and 
returned with a fee of $15. The information 
on this blank enables the secretary to judge 
whether or not it will pay the school to apply for 
accreditment; in other words, if the school has 
no chance it will not be encouraged to complete 
its application. If, on the other hand, the pros- 
pects are bright a visit by two representatives will 
be arranged upon the receipt of $235. When 
accreditation is granted the above fee will in- 
clude accreditation for one year from date of noti- 
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fication of approval. The annual fee to be paid 
by each accredited school after one year from date 
of notification will be $35. 


But the process is not as easy as it sounds. 
Before the visitors come (and there will always 
be two) they send the school a very complete set 
of schedules that have to be filled in by the school 
officials. These blanks cover every and all phases 
of the program of the school. They inquire not 
only about the theory but they also look into the 
clinical experience and material. They delve into 
curriculum content and check on the amount of 
correlation between class room and ward. They 
will inquire about the availability of patient ma- 
terial for teaching purposes and they will ask the 
details of the ward teaching program. They will 
ask the average hours of nursing per patient day, 
the amount and quality of the supervision pro- 
vided. They will want to know how well your 
nursing service is stabilized by means of a per- 
manent group of graduate general staff nurses, 
ward helpers and orderlies. They will want to 
know about your equipment on your wards and 
the classrooms and they will have to have the as- 
surance that your nursing service is of high cal- 
ibre—that your patients are well nursed. 


Facilities of the Nursing School Which Must 
Be Approved 


The library of the school will come in for its 
share of questioning and will have to be approved. 
Physical facilities for all activities should be avail- 
able. Classroom, laboratories, libraries and of- 
fices should be such that the school can function 
adequately. Housing conditions will be examined 
on these blanks also. A student health program 
should be in operation and should provide for care- 
ful selection of students from the standpoint of 
health and there should be provision for a con- 
tinuous health program throughout the entire 
course. 


These blanks which are filled in either before 
or during the inspection also delve into the records 
of the school. These records should present a 
complete picture of the nurse from the time of 
application until graduation and her record as a 
graduate should be filled in in addition. 


There should be available a record of the quali- 
fications of all the members of the faculty as well 
as the graduate nurse personnel. 


The schedules also ask for a record of the 
growth of the school and these should be available 
for the inspectors’ reports; also, minutes of meet- 
ings which tell about the activities of the school. 


Quoting directly from the statement of policy 
we find, “Special attention will be given to admin- 
istrative methods, budgeting, recruiting of faculty 
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personnel, administration of the curriculum, pro- 
vision for student personnel services including ad- 
mission, counseling of students, government, hous- 
ing, recreation, health program and records.” 


The visitors will delve into all of these phases 
of the school and if the blanks are filled in before 
their arrival there will be more time available for 
inspection and discussion of problems. 


Evaluating the Findings 


After the inspection is made all the findings are 
evaluated and scored and a pattern map of the 
school is made. If the findings are below the 
median the death knell will be sounded but cer- 
tain weaknesses will perhaps be compensated by 
other strengths. Schools of nursing are like 
people, they are not entirely good nor are they 
entirely without virtue. 


The scoring and tabulating of material takes 
much patient attention to detail. This is done by 
the secretary and her assistants and then the re- 
sults are studied by the entire committee and it 
makes recommendations to the Board of Directors 
of the National League of Nursing Education. The 
board votes on the schools by number and the 
members do not know the school until after the 
vote has been taken. 


The list of accredited schools will be published 
as soon as the work of the first surveys have been 
made and this list will be published annually there- 
after. On the list the name and location of the 
school will be given as well as a brief description 
of the characteristics of the institution. 


The Inadequacy of State Laws 


That, in general, is the plan of the committee. 
The inadequacy of state laws in supervising nurs- 
ing education should be emphasized. One-fourth 
of our schools are connected with hospitals hav- 
ing less than 49 patients, another fourth are con- 
nected with hospitals of 50 to 75 patients. The 
average small hospital does not have the facilities 
for a sound course. This does not mean that good 
teaching cannot be done but it is true that the 
facilities in such a school are far too limited for 
an all around course. Graduates of these schools 
are allowed to register and practice on an equal 
basis as those nurses who have completed an ex- 
cellent course. National accreditation will identify 
graduates of schools that are doing acceptable 
work. 


Cost of Accreditation 


Miss Quereau wished a point emphasized in 
connection with the cost of accreditation. She 
Says: 
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“The League does not expect to profit finan- 
cially by the accreditation of school nor do 
we expect to collect $250 from each of the 
1,325 schools registered under state laws. If 
we accredited all schools in the United States 
accreditation would mean nothing. We do 
hope to accredit a substantial number of the 
schools that are known to be average or above 
average. The fee we are charging for the 
survey is below actual cost and we hope to 
make up the deficiency by accrediting a large 
number of schools and distributing the ex- 
pense for overhead among this number. It 
should be understood, however, that the 
League has charged nothing to accrediting 
for office space, light, heat and so forth at 
headquarters. The League has already spent 
$27,000 in initiating this program and it may 
be necessary to assume additional expense 
before the project can be put on a self-sup- 
porting basis.” 


Objectives of Schools 


It was found during the preliminary survey 
that schools throughout the country were defi- 
nitely lacking in objectives. They were function- 
ing, yes, but nowhere could be found a definite 
statement of what they were trying to accom- 
plish. Undoubtedly every director of nurses had 
a picture of the kind of nurse she wanted to grad- 
uate and the kind of nursing care she wanted 
given. Very vaguely do we have in mind what 
we want nurses to get out of their years with us. 
I am certain that if directors of nurses worked out 
with their staffs a series of objectives annually 
and changed them as the need for change arose 
our schools would improve. If these objectives 
were published in the school bulletin prospective 
students would know more about the schools they 
were considering. 


These objectives, besides being changed from 
time to time, should be reviewed periodically and 
achievement should be checked against them. 


I speak especially of this part of the accredit- 
ing program because it is so vital and important 
a part of any educational project and because we 
have neglected it in so many schools. 


Results of Accreditment 


What will be the result of this national accred- 
iting program? Well, your guess is as good as 
mine but with your permission I should like to 
venture a few. National accreditment will not 
affect state accreditment, nurses will always have 
to be licensed by the states and states in turn will 
have to accredit schools to regulate their regis- 
tration. 





Will a list of nationally recognized schools work 
a hardship on the small schools? Frankly, I do 
not know, but this is to be a very serious ques- 
tion. If it works the same as it did in medicine 
the answer is “Yes,” and it will mean a new prob- 
lem for the small school. 


If the number of schools is decreased the proper 
authorities will be able to supervise nursing edu- 
cation more effectively. The enrollment in schools 
will be controlled and curricula and practices can 
be more intelligently regulated. It would tend 
to make schools of nursing more uniform in stand- 
ards. There are arguments against standards, 
against too much uniformity, but with the pres- 
ent variegated national picture in nursing a few 
years of “straitjacketing” might be very helpful. 


The list of nationally accredited schools will be 
very helpful to the inquiring public that wants 
to know to what school of nursing to send its 
daughter ; it will help registrars evaluate the work 
given in accredited schools and it will give the 
general public an opportunity to judge the com- 
petence of graduates from the various institu- 
tions. 


Another advantage will come to students when 
it becomes necessary for them to transfer from 
one chool to another. The schools on the list 
would be more or less standardized and credits 
and time would not have to be duplicated. 


Frequently it is difficult for a director of nurses 
to convince her board of managers that improve- 
ments need to be made. By referring to the re- 
quirements of the accrediting agency the board 
may be more easily convinced that the change is 
necessary. 


In order to stay on the list a school will have 
to keep up its standards. This will mean that 
its aims and objectives will have to be reviewed 


and analyzed frequently and changes will have to 
be made accordingly. This will minimize the pos- 
sibility of a “self-satisfied provincialism” and keep 
nursing curricula modern and up-to-the-minute. 
Schools should keep in touch with the community’s 
needs and give courses and experience that will 
meet these needs. 


Almost every accrediting association holds an 
annual meeting of some kind and these meetings 
will be concerned largely with projects for the 
improvements of its particular field of education. 
The proceedings of these meetings are generally 
circulated not only among members but also 
among schools or departments that are trying to 
bring up their schools to the standards demanded 
for membership. This would be definite help to 
listed as well as non-listed schools. 


And so this mammoth undertaking of starting 
national accrediting of schools of nursing has be- 
gun. Of course, it is to be understood that under 
the best organized plan new problems will arise; 
however, it would seem reasonable to expect a 
higher type of nursing to emerge when individual 
schools, state boards of registration, and national 
headquarters work together on a common front. 
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Hospitals Are Using This New Rubber Mattress 


The increasing interest in rubber mattresses, 
pillows, and pads for use in hospitals make the 
subject one that calls for special attention on the 
part of hospital buyers. 

One of our advertisers, the United States Rub- 
ber Company, makers of U. S. Royal Foam, has 
just released a booklet giving all the facts about 
this comparatively new product. 

Significant is their statement on the inside 
cover: 
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“ ..if you are of a skeptical turn of mind, 
some of the following statements may strike 
you as unbelievable.” 


As you read on you see the proofs and tests 
described and in the end you are pretty well con- 
vinced that this mattress is made-to-order for the 
use a mattress gets in hospital service. They 
point out that The Doctors Hospital in Washing- 
ton, D. C. was recently outfitted with 311 units. 
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Physiology of Carbon Dioxide 


ETHEL F. CURRIE 


tation and as an anesthetic agent constitutes 

one of the outstanding achievements in med- 
icine. It was employed as a local anesthetic in 
the ancient world but its physiological importance, 
and its relation to anesthesia has just recently 
been recognized. As early as 1829, Henry Hill 
Hickman, a young English physician, experi- 
mented on animals and induced anesthesia 
through producing semi-asphyxiation by the ex- 
clusion of atmospheric air, the inhalation of car- 
bon dioxide and later, of nitrous oxide. Opera- 
tions were performed on these animals while un- 
der the influence of carbon dioxide and they ap- 
parently felt no pain. 


Te application of carbon dioxide for resusci- 


The Uses of Carbon Dioxide 


Today, carbon dioxide is used throughout the 
country by anesthetists as a means of stimulat- 
ing respiration, thus being able to deepen or 
lighten anesthesia. Its use as an adjunct to an- 
esthesia has become so universal that many of us 
forget that an excess of carbon dioxide will cause 
a depressed respiration and if the administration 
of this gas is continued, death may result. 


Room air contains only a little carbon dioxide 
(about 0.08 per cent). The content of the alveolar 
air is approximately 5.6 per cent (40 m.m. Hg. 
tension). Carbon dioxide diffuses through the 
alveolar wall more rapidly than oxygen; it has 
the same tension in the arterial blood as it does in 
the alveolar air. During rest, mixed venous blood 
has a carbon dioxide tension of about 46 m.m. Hg. 
This indicates a constant increase of alveolar car- 
bon dioxide. If the carbon dioxide tension in the 
alveoli increases there will follow, immediately, 
an increase in the arterial blood, a tendency to 
acidemia results, and respiration is stimulated, 
thus causing the excess carbon dioxide to be swept 
out, and breathing quiets down. The anesthetist 
places the utmost dependence on this sequence and 
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Presented at the meeting of Mid-West Hospital Association 
and Nurse Anesthetists, April 1940. 
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the modern closed system apparatus is based 
upon it. 


The Effects of Deficient Concentration 


Let us first consider the effects of a deficient 
concentration of carbon dioxide which may be 
produced by hyperpnoea during open anesthesia 
or by too great absorption of carbon dioxide in a 
closed system. With this complication, the ques- 
tion arises whether the respiratory arrest is due 
to too much anesthetic or low arterial carbon 
dioxide tension. Recovery from apnoea because 
of too little carbon dioxide may be followed by 
periodic breathing instituted by oxygen lack even 
though the carbon dioxide of the blood may still 
be below normal. Leucocytosis, hyperglycemia, 
diuresis, increased phosphate excretion, and al- 
kalemia are all consequences of the shortage of 
carbon dioxide in the inspired air. (Beecher.) 


Toxic Symptoms 


Toxic symptoms will result from the excessive 
use or accumulation of carbon dioxide. A con- 
scious patient, at rest, is aware of hyperventila- 
tion when the carbon dioxide of the inspired air 
is increased to 3 per cent, and the ability to do 
hard work is reduced at this level. When the 
carbon dioxide of the inspired air has reached 4 
per cent, profound effects become apparent. Ra- 
pidity and depth of respiration is increased, which 
in turn, increases the venous return and the pulse 
becomes fuller and more rapid. A further rise 
of carbon dioxide will be followed by a breakdown 
of compensation, headache, and mental confusion ; 
arterioles and capillaries are dilated in the skin 
which becomes hot and flushed. This is followed 
by a rather profuse perspiration. After a long 
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AMERICAN’S new 240-page catalog lists 8000 items of hospital 
equipment and supplies, including many exclusive products 
that are indispensable in efficient hospital operation, among 
which those described at the right are representative. 
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A NEEDLE. 


All good things have small beginnings. 


There are hospitals which began their trade with us by 
buying a few surgical needles . . . and with growing 
confidence in AMERICAN, have since given us contracts 


for equipping a complete hospital plant. 


With AMERICAN every order, however small, is that 
important—within it is the seed of a long and mutually 
profitable relationship. Our earnestness in handling a 
small order is the best way we know to build up the 
confidence which warrants the hospital administrator in 
concentrating his larger purchases continuously within 


the compass of AMERICAN’S 8,000-item stock. 


If you have never tried AMERICAN’S service, don’t feel 
that your first order must be large. Let confidence and 
volume of business follow naturally — as it were, 


“through the eye of a needle.” 


Whether it be bandages and safety pins, or the complete equipment of a new 
hospital, AMERICAN is prepared to supply your institution promptly, economically 
and with assured satisfaction. When in the market, always consult AMERICAN’S 
Bulletins and Representatives. 
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“NEW and NOTABLE” 


* 


Without an extra step . . . your nurses 
can now have steaming hot sterile 
dressings right at the bedside of every 
patient as needed . . . automatically 
wrung out to the desired moistures and 
ready to apply! 


This new Electric Dressing Sterilizer 
may be left at the patient’s bedside, 
or carried from room to room, as 
desired. A brand new saver of hospital 
time, labor and expense. Ask the 
AMERICAN representative to demon- 
strate it for you. 


* 


A plaster bandage a minute! That is 
what one operator can easily do with 
AMERICAN’S new precision-built Band- 
age-making machine. Completely elim- 
inates tedious, messy, old-fashioned 
methods of applying plaster and wind- 
ing bandages. Makes plaster bandages 
from 2 to 8 inches wide at a fraction of 
ordinary cost. Every hospital needs 
one of these exclusive new Tomac 
bandage makers, which quickly pay for 
themselves. Let us send you one today. 


* 


On page 37 of the american catalog 
you will find a complete description of 
one of AMERICAN’S greatest hospital 
time-savers—the Tomac Gastro-Evac- 
uator. It is the original, time-tried, 
motorless suction-siphon unit. It will 
save hours of nurse time, endless trouble 
and laundry service. It creates mild, 
continuous suction — has refinements 
and necessary features you cannot find 
in lesser units. Best of all — it relieves 
post-operative gas pains quickly and 
easily. Demonstration of Gastro- 
Evacuator on request. 


* 


Here is the newest OXYGENAIRE — 
portable, convenient, trouble-proof. 
No moving parts. Snug fitting and 
economical of oxygen. The ideal unit 
for the smaller hospital — and a splen- 
did portable for the larger institution. 
Demonstration and terms on request. 


* 


Save on Hypo needle replacements 
with the Tomac Perfect Point Sharp- 
ener. Repoint any Hypo needle... 
choose any special bevel which suits 
your p-oblem . . . Use needles over and 
over ... Make sure always of a perfect, 
usable point. Install a Tomac Needle 
Sharpener in your central supply room 

. the results and savings will delight 
you. Specify whether for AC or DC 
current. 
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The — stays cool! .. . That is but 
one of many ingenious special features 
of this bed Jamp and examining light— 
the Tomac Chieftain Lamp! Designed 
by AMERICAN to improve all previous 
performance and lead its field. Eco- 
nomical quantity prices. Order a dozen 
and observe their splendid performance. 


* 


New qualities and high cleansing con- 
tent have been developed in the new 
Tomac Surgical Soaps. Here are 
cleansers that definitely surpass previ- 
ous standards of efficiency, convenience 
and economy. In paste form—25 to 
450 pound metal containers. In liquid 
form—9 to 510 pound metal containers. 
Make comparative tests and you will 
standardize on Tomac Surgical Soaps. 





latent period, the blood pressure rises. This se- 
quence of events is familiar to all anesthetists. 
However, if a conscious person would subject him- 
self, experimentally, to the inhalation of excess 
amounts of carbon dioxide, the toxic effects would 
be serious. Consciousness is lost, respiration be- 
comes weak and soon fails and the heart rate is 
slowed. Due to the poisoning of the bundle of 
His, heart block and a slow ventricular rate are 
produced. This may be seen as well in the ter- 
minal stages of asphyxia. 


Action of Carbon Dioxide on the Respiratory 
Center 


The mechanism of the action of excess carbon 
dioxide is complicated and, as yet, not completely 
worked out. From experimental work on this sub- 
ject, it has been learned that the chief action of 
carbon dioxide is on the respiratory center though 
some of its effects (Beecher) are produced 
through reflex paths by virtue of its stimulating 
effects on the sensory nerve endings in the carotid 
sinus region and the aortic arch. 


Lundy, 1925, suggested in a guarded way that 
carbon dioxide would be useful for relieving the 
tenseness of a nervous patient and might assist 
in producing anesthesia, perhaps by a definite 
action in bringing the nervous patient to the re- 
laxation of sleep. In 1929, Leaks and Waters 
undertook the study of the anesthetic properties 
of carbon dioxide. They found that in dogs, con- 
centrations of 10-20 per cent carbon dioxide in 
90-80 per cent oxygen produced deep respiration, 
a great rise in blood pressure and elevation of the 
pulse rate, effects which are characteristic of the 
induction period with gas. Concentrations above 
30 per cent showed the blood pressure and pulse 
to be more nearly normal while with concentra- 
tions above 40 per cent these were depressed. 
Muscular twitchings and clonic convulsions may 
be initiated after 10-15 minutes anesthesia with 
30 per cent carbon dioxide and 70 per cent oxygen. 
True anesthesia was produced in a variety of ani- 
mals with 30-40 per cent carbon dioxide in oxygen. 


Kleindorfer (1931) observed an additive anes- 
thetic effect of carbon dioxide in strengths of 5 
and 10 per cent when used in conjunction with 
sub-anesthetic concentrations of ether or ethylene 
on white rats and cats. 


Haldane, in his book on “Respiration” (1921), 
remarks that the quieting effect on respiration 
of excess concentrations of carbon dioxide prob- 
ably led early observers to overlook the stimula- 
tion of breathing caused by lower concentrations. 
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The usefulness of carbon dioxide in clinical ther- 
apy is admitted by most writers but words of 
warning are scattered throughout the literature. 


In a letter to the editor of the Journal of the 
American Medical Association, Dr. Waters said: 


“TI believe that carbon dioxide is several 
times more toxic than ethylene or nitrous 
oxide. In view of this fact, I feel justified in 
questioning your statement that carbon di- 
oxide when administered with ample oxygen 
during or after anesthesia is entirely non- 
toxic. Your statement may be relatively true 
in normal individuals. However, patients 
come to the operating room in various stages 
of physiologic disturbances. The respiratory 
center may be over-stimulated or it may be 
depressed. The acid-base balance may be de- 
viated toward acidosis or toward alkalosis. 
Indication for the use of carbon dioxide, 
should be the need for the production of a 
definite physiologic effect which carbon di- 
oxide is known to produce. Only careful clin- 
ical observation can determine the proper 
dose in a given case either in concentration 
or length of time over which that concentra- 
tion would be inhaled. I believe that carbon 
dioxide is an extremely useful drug but I also 
consider it a powerful as well as a seriously 
toxic agent when misused.” 


This brings us to the problem that confronts 
the anesthetist of today who has use of the mod- 
ern anesthesia apparatus in which the closed sys- 
tem with rebreathing plays so large a part. This 
type apparatus has a chamber of soda lime placed 
in series with the column of exhaled air from 
which all or part of the carbon dioxide may be 
removed. Too low a percentage of carbon dioxide 
in the inspired air is corrected by cutting off the 
filter and letting the patient build up his own car- 
bon dioxide or by adding gas from a tank contain- 
ing carbon dioxide. However, there is no exact 
knowledge as to the percentage of carbon dioxide 
which may be in the system, for the removal of 
this gas depends entirely upon the condition of 
the soda lime. Therefore, the anesthetist is 
guided by the patient’s respiration and since car- 
bon dioxide is the normal stimulus to the respira- 
tory center, confusion as to the meaning of this 
sign may result. For instance, an inexperienced 
person may make the mistake of deepening the 
anesthesia or if the respiration is extremely shal- 
low and depressed due to the presence of excess 
carbon dioxide in the system, may add more car- 
bon dioxide when, in reality, fresh soda lime is 
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needed. The need for a device to indicate to the 
anesthetist, the approximate percentage of carbon 
dioxide in the anesthetic gases seemed obvious. 


In 1934, Drs. Draper and Longwell of the Uni- 
versity of Colorado, School of Medicine, made a 
carbon dioxide detector which could be attached 
to the new type gas machines and which would 
show the anesthetist the percentage of carbon 
dioxide in the gases circulating through the 
machine. 


The Use of the Detector 


This detector is attached to the inspiratory side 
of the gas machine and consists of two tubes, one 
containing distilled water and the other a buffered 
solution of brom-cresol purple. A bulb and tub- 
ing are attached so that gas from the anesthetic 
mixture may be bubbled through the solution. 


When a mixture of gases containing carbon 
dioxide is bubbled through water, part of the car- 
bon dioxide is retained in the solution and the 
water becomes acid. The acidity of the solution 
is proportional to the amount of carbon dioxide 
in the gas mixture. This is the principle used in 
the detector. The distilled water in the first tube 





acts as a wash solution so that the buffered solu- 
tion of brom-cresol purple will not become con- 
taminated. The second tube, containing the solu- 
tion is purple when the soda lime is functioning 
normally. As the soda lime becomes less efficient. 
there is an accumulation of carbon dioxide of 1-2 
per cent, the solution becomes at first pale and 
then slightly yellow. When this occurs, the soda 
lime is becoming exhausted and should be 
changed. Concentrations of carbon dioxide above 
2 per cent cause the solution to turn progressively 
yellow and at a concentration of 5-10 per cent the 
solution becoms a bright yellow. 


With this detector the anesthetist knows at 
all times the percentage of carbon dioxide in the 
anesthetic gases. It has an added advantage in 
that the soda lime may be used until it is com- 
pletely exhausted. 


Conclusion 


The practical use of carbon dioxide is one of the 
outstanding achievements in medicine and a most 
valuable aid to the anesthetist but it must be re- 
membered that it is by no means harmless, and 
may be very dangerous when misused. 
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Hospitals Day by Day—Some Pointed Paragraphs 


WALTER E. LIST, M.D. 


@ Finding the Efficiency Index— 


Hospital practice is motivated by different con- 
cepts. 

Hospital profit is measured in the number of 
patients cured and other variables in arriving at 
the kind, the type, the completeness, the end re- 
sults of the condition concern. It is poor business 
policy to accumulate large deficits with no out- 
look to liquidate them and large credits, while 
commendable, are not necessarily a criterion for 
effective performance. It is interesting to note, 
also, the relative cost per patient per day in hos- 
pitals of more or less comparable size and loads. 
Yet one cannot deny that in every hospital there 
is a definite, yet unknown, point where the service 
can be rendered most economically. Cost for 
power and heat can be reduced to unit terms per 
1,000 pounds of steam generated, light to cost per 
kilowatt hour, water to meter reading per 1,000 
feet, et cetra. Standards of performance have 
been established by which to base comparisons. 
Food costs can be determined fairly accurately 
according to the type of cost analysis employed. 
Yet, by and large, measuring hospital productiv- 
ity is still a matter of personal experience gleaned 
through the difficult process of trial and error. 

* * co 


Low Price is Often High Cost— 


Some people have a proclivity to judge hospital 
performance upon purely monetary standards. 
The criterion of administrative efficiency is to a 
large degree reflected in the balance sheet. In- 
come and expense should never be analyzed sep- 
arately. Increased expenditures may result in 
increased income, provide better service, raise 
standards, reduce overhead, and satisfy doctors, 
personnel, and patients. Every item in the ex- 
pense sheet must be reactionary; does it justify 
the expenditure. Administrators and department 
heads must “think through” spending operations 
and fortify themselves with proper information 
in terms of potential results. 

Why is there such flexibility between hospital 
standards of performance, personnel ratios, and 
unit of job performance? Industry has stand- 
ardized production to the nth degree. As yet, little 
has been done to measure units of work or per- 
formance for non-productive services. Progres- 
sive nurse administrators are defining units of 
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nursing procedures and work measures. Metro- 
politan Life Insurance Company is setting up 
units or quotas of work for stenographers, clerks, 
and office personnel. Hospitals have set stand- 
ards of waitress loads, laundry personnel. This 
follows the practice of measuring intern and 
nurse service in terms of patient ratios. Boards 
and medical staffs measure the service to the pub- 
lic and the patient as the criteria of a good or bad 
job. Due to conditions these past few years in 
an attempt towards economy there was a drastic 
reduction in personnel. Yet, hospital boards which 
had the courage to augment purchasing agents, 
pharmacists, nursing supervisors, trained instruc- 
tors, maintenance personnel, social service investi- 
gators, clinic supervisors, have found that in- 
creased salaries have by and large accelerated per- 
formance at decreased expense. Spending to re- 
store pay reductions will foster a firmer employer- 
employee relationship and prevent labor turn-over 
which is always costly. Hospital salaries should 
be more standardized for comparable positions in 
like institutions in the same geographical limits. 
Edgar C. Hayhow 


@ The trustee who, in good faith, and with the 
best intentions in the world, becomes addicted to 
a hobby in the hospital must not complain when 
he is reminded that his “baby”—as some of them 
fondly call it—may be throwing the budget out 
of balance. Philanthropy is at its best when full 
confidence in the impartiality of the governing 
board brings gifts that have no strings attached 
to them. 
* * * 

The establishment of responsibility is a prob- 
lem in administrative technique. It is not the 
same in the administrative field and in the clinical 
field. In the former the best results are obtained 
by individual responsibility ; in the latter by col- 
lective responsibility. 

* * * 


In the realm of psychological mathematics there 
is such a thing as “distance.” “Distance” may 
spare the hospital administrator considerable an- 
noyance from his staff and others, but it may also 
spoil a reputation for efficiency that is otherwise 
without blemish. 

E. M. Bluestone, M.D. 
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News Notes of Interest to the Hospital Field 


Dr. O. N. Anderson, formerly assistant super- 
intendent of Barnes Hospital, St. Louis, Missouri, 
has been appointed director of the school of public 
health and hygiene at Leland Stanford University, 
San Francisco. 


——_—_—_ 

Dr. R. A. Anderson has been appointed medical 

director of the Blue Mountain Sanatorium, Walla 
Walla, Washington. 


—$<—___- 

Edith Atkin, R.N., has resigned as superin- 

tendent of the Amsterdam City Hospital, Amster- 
dam, New York. 


icbaaidittaceasie 

Dr. Edwin S. Bennett, medical director of the 
Olive View Tuberculosis Sanatorium, San Fernan- 
do, California, has been appointed superintendent 
of the Los Angeles County General Hospital, Los 
Angeles, California. 


aaiilldial eins 

Dr. R. E. Bushong, formerly superintendent of 
the Cleveland State Hospital for the Insane, Cleve- 
land, Ohio, has been approved commissioner of 
mental diseases for the State of Ohio. 


seccinseguiianlnaatma 

Dorothy Ditty has assumed her duties as su- 
perintendent of Jasper County Hospital, Rensse- 
laer, Indiana, succeeding Lucile M. Jakes, who 
resigned. 


‘eileen 

Dr. Harry Haight succeeds Dr. Lloyd E. Ham- 
lin as administrator and medical director of Penn 
Iron Mining Company Hospital, Norway, Michi- 
gan. Dr. Hamlin has accepted the position of med- 
ical director of the Bethlehem Steel Corporation, 
Bethlehem, Pennsylvania. 


cenbikediiineaiaiis 

Frances Hopper, who last March was named 
acting superintendent of the Armstrong County 
Hospital, Kittanning, Pennsylvania, has been 
elected superintendent of this institution. 


i saci 

Captain Robert E. Hoyt succeeds Captain Edgar 
L. Woods as commander of the United States Na- 
val Hospital, Washington, D. C. Captain Hoyt was 
formerly naval medical officer in charge of the dis- 
pensary at the Navy Department in Washington, 
Dy &>. 


eee re, 
Dr. Manuel Kalman, medical director of the Out- 
Patient Department of the Kings County Hospital, 
Bronx, New York, has been named acting deputy 
medical superintendent of this institution. 


SS 
Dr. J. F. Klepfer, acting superintendent of the 
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Central State Hospital for the Criminal Insane at 
Waupun, Wisconsin, has been appointed superin- 
tendent of that institution, succeeding Dr. W. A. 


Deerhake, who died recently. 
—_—~<—__——_ 


Dr. H. Beckett Lang has been appointed super- 
intendent of the Buffalo State Hospital, Buffalo, 
New York, succeeding Dr. John A. Pritchard, who 
has accepted the position as superintendent of the 
St. Lawrence State Hospital, Ogdensburg, New 


York. 
icine 
Ella H. MacNichols, R.N., has resigned as su- 
perintendent of the Shelby Hospital, Shelby, 
North Carolina, and Ray E. Brown has been 


named as her successor. 
—_~_—_ 


James Manley has been appointed superinten- 
dent of the Locust Mountain State Hospital, Shen- 
andoah, Pennsylvania, succeeding Fred J. Bren- 


nan, who resigned. 
—_—_<————_ 
Dr. Ferdinand Piazza, executive physician of 


the Harlem Hospital Out-Patient Department, De- 
partment of Hospitals, New York City, has been 
named acting deputy medical superintendent of 
the Harlem Hospital. 


alti aa 

Mildred E. Smith, R.N., formerly superinten- 
dent of Sailors’ Snug Harbor Hospital, New Brigh- 
ton, Staten Island, New York, has assumed her 
duties as superintendent of Cohoes Hospital, 
Cohoes, New York. Miss Smith succeeds Rhea I. 
Biscornet, who has been acting superintendent for 
the last two years. 


‘anita a: 

The Reverend Elias M. Studebaker has been ap- 
pointed superintendent of Bethany Sanitarium 
and Hospital, Chicago, to succeed Reverend Omer 


B. Maphis, who resigned. 
———<— 


Dr. J. T. Weeks has been appointed superin- 
tendent of the State Charity Hospital, Jackson, 
Mississippi. Dr. Weeks succeeds Dr. Toxey Hall, 


who resigned. 
———_ 


Dr. Charles S. Woods, formerly superintendent 
of St. Luke’s Hospital,. Cleveland, Ohio, has as- 
sumed his duties as general superintendent of 
Methodist Hospital, Peoria, Illinois. 


— . 
Helena, Arkansas—The new Helena Hospital, 
Helena, Arkansas, has been formally opened for 
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“The services of the doctor and the 
nurse should be completely co- 
operative, whether rendered to the 
individual patient or for the benefit 
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FRED L. ADAIR, M.D. 
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by month in the pages of the 
American Journal of Nursing, is a 
result of the application of this 
principle. 
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50 West 50th Street, New York City 


Please send The American Journal of Nursing for 


1 year $3 O 2 years $5 (J 


(Canada 50c extra a year) 


$2.50 each in clubs of 2 or mere 

















August, 1940 


THE 
AMERICAN DIETETIC ASSOCIATION 


maintains a Placement Bureau to assist 


HOSPITAL EXECUTIVES 
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sonized Latex—more comfort through the 
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omy that is made possible by the extra long 
life of these internationally famous gloves. 
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the reception of patients. This institution has a 
capacity of 77 beds and 10 bassinets, and repre- 
sents an investment of approximately $250,000. 
T. J. McGinty is superintendent. 

——_—_——_ 

Santa Cruz, California—Plans have been ap- 
proved for the construction of a new $60,000 unit 
for the County Hospital, Santa Cruz, California, 
and when completed the capacity of the hospital 
will be increased from twenty-four to forty beds. 


A ea 
Clearwater, Florida—Contract has been awarded 
for the construction of a new $45,000 wing for 
the Morton Plant Hospital, Clearwater, Florida. 
ea 
Miami, Florida—Ground was broken on July 4 


for the $250,000 South Florida Crippled Children’s 
Hospital in Miami, Florida. 
siciuadatliice eens 

Atlanta, Georgia—A charter of incorporation 
for Piedmont Hospital, Atlanta, Georgia, has been 
granted. The hospital will be a nonprofit organ- 
ization devoted to the relief of the human suffer- 
ing, and will operate a school for nurses and in- 
terns. The petitioners were Dr. Floyd McRae, 
Dr. H. C. Crawford, Dr. J. R. Childs, Dr. C. B. 
Upshaw, Dr. H. C. Sauls, and the superintendent, 
George R. Burt. These men and three others to 
be selected will comprise the Board of Trustees of 
the new institution. 

—p>—__. 

Atlanta, Georgia—The City of Atlanta, Georgia, 
was asked to vote on the bond issue of $2,000,000 
for the construction of the new Grady Hospital 
and new buildings at Battle Hill Sanatorium. The 
old buildings have been in use for more than fifty 
years, and while they have been approved and re- 
modeled they still constitute a definite fire hazard 
for both patients and employees. 

At the time of its first construction the Grady 
Hospital was an example of hospital architecture 
of the times. It has long outgrown its present 
facilities. In 1939 more than 20,000 patients were 
treated in the Grady Hospital. Dr. J. Moss Beeler 
is superintendent. 

csiemtaliiiouiaia: 

Marion, Illinois—Contracts for the construction 
of the new $1,600,000 hospital and accessory 
buildings at the Marion, Illinois, Veterans Admin- 
istration Facility, have been let and construction 
will start immediately. 

ae en 

Pittsfield, Illinois—The Illinois Hospital Board, 
Pittsfield, Illinois, has let a contract for the con- 
struction of the proposed new hospital in Pitts- 
field, which will cost approximately $275,000. The 
Commonwealth Fund of New York alloted the 
funds for the construction of this hospital and the 
equipment. The citizens of Pittsfield furnished 
the site and raised an additional $40,000 to be 
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placed in a fund for the operation of the institu- 
tion until the hospital becomes self-sustaining. 
—_——_@—— 
Waukegan, Illinois—The Lake County Tuber- 
culosis Sanatorium, Waukegan, Illinois, was dedi- 
cated on July 28. 


—_—_—_- 
Crawfordsville, Indiana—Contract has been let 


and excavation started for the construction of an 
addition to the Culver Hospital, Crawfordsville, 


Indiana. 
decsaeiaitiidaaes 
Warsaw, Indiana—Contract has been started 
on the construction of the new Murphy Hospital, 
Warsaw, Indiana, which will cost $100,000. 
‘caeeemiiiaaael 
Cutlerville, Michigan—Pine Rest, the new hos- 
pital building erected by the Christian Psycho- 
pathic Hospital circles in Cutlerville, Michigan, 
and supported by the Reformed and Christian 
Reformed Churches in the United States, was re- 
cently completed. Pine Rest has accommodations 
for sixty-five additional patients and cost approxi- 
mately $130,000. 
ee ee 


Detroit, Michigan—The new addition to the Sal- 
vation Army Home and Hospital, Detroit, Michi- 
gan, was formally dedicated on July 6. The cor- 
nerstone was laid by Mrs. Alfred C. Wilson, presi- 
dent of the Salvation Army Women’s Auxiliary. 


cacti tt 
Buffalo, Minnesota—Plans have been approved 
for the construction of a new municipal hospital 
in Buffalo, Minnesota, to cost $72,000. 
Siicoshieniicaniaiiets 
Warroad, Minnesota—The new Municipal Hos- 
pital in Warroad, Minnesota, built with the as- 
sistance of the Works Progress Administration, 
has been completed at a cost of $85,000. 
ocicetdasibitasite 
Berlin, New Hampshire—The St. Louis Hospital 
School of Nursing, Berlin, New Hampshire, will 
soon begin construction of a new home for nurses 


of the school. 
>. 


Irvington, New Jersey—Plans have been ap- 
proved for the construction of a new $115,000 unit 
to the Irvington General Hospital, Irvington, New 


Jersey. 
—__< 


Newark, New Jersey—The American Legion 
Memorial Hospital, Newark, New Jersey, has been 
dedicated and is open for the reception of patients. 
The hospital, formerly North Newark Hospital 
and incorporated in January under the Legion 
banner, has facilities for the care of thirty-five 


patients. 
——_—_————_ 


Greenwich, New York—The Greenwich Hospi- 
tal Association has asked the Board of Appeals in 
Greenwich, New York, to authorize the construc- 
tion of a new six-story hospital building to cost 
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AMERICAN HOSPITAL BUREAU (Agency) 
1825 Empire State Building 
New York City 
Charlotte M. Powell, R.N., Owner-Director 


Specializing in Superior Personnel 


ALL MEMBERS of our organization are—or have been— 
Executives in Hospitals or Schools of Nursing and are 
keenly interested in the intelligent placement of a su- 
perior type of personnel. 

AS WE charge no registration fee, our service can be a se- 
lective one and applicants are registered on the basis of 
Training, Experience and Personal Characteristics only. 
All information is carefully verified. 

WHETHER YOU are an Executive Officer seeking desirable 
personnel, or a member of the staff wishing to secure a 
more important position write to us and let us help you 
to find what you want. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


a ne physician who received his degrees, 

M.D., from western schools is available; three-year 

pce Ben in radiology large teaching hospital; three 

years radiologist with fairly Lala group; diplomate 
American Board of Radiology. No. 791. 


PATHOLOGIST—Certified by American Board; A.B., M.D. 
and M.A., eastern schools; four years’ graduate training 
os a four years, pathologist; fairly large hos- 
pita fe) 


DIETITIAN—B.S. degree, state university; dietetic training, 
university hospital; two years, assistant dietitian, 200- 
bed hospital. No. 793. 


TECHNICIAN (registered)—A.B., M.S. degrees; year’s ex- 
cellent training under one of country’s leading pathol- 
ogists; two years, technician with small clinic; five years, 
technician 400-bed hospital. No. 794. 


ADMINISTRATOR—Graduate nurse; B.S., Columbia; two 
years, assistant director of nursing, large teaching hos- 
four years, superintendent 75-bed hospital. No. 


DIRECTOR OF NURSES—B.S., B.N. degrees, candidate for 
M.A. ; graduate training in ‘ward administration; several 
years’ successful teaching experience; year, assistant su- 
perintendent of nurses and two years, superintendent of 
nurses, fairly large hospital; seeks broader experience; 
age 36. No. 796. 


MEDICAL ADMINISTRATOR—Physician who has success- 
fully served as administrator of large hospital for num- 


ber of years, wishes to re-locate; will go anywhere. No. 
7 ie 





ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Illinois 


NURSES, TECHNICIANS, DIETITIANS, PHYSICIANS, 
NURSE EXECUTIVES—Let us help you secure a posi- 
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INTERSTATE HOSPITAL AND NURSES BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


SUPERINTENDENT: Layman with administrative experi- 
ence. 175-bed general hospital, suburb of large mid- 
western city. 


DIRECTOR, SCHOOL OF NURSING: B.S. degree; experi- 
ence. 300-bed hospital, well organized school for nurses; 
college affiliation. Near Chicago. 


DIRECTOR OF NURSES: B.S. degree; 125-bed western hos- 
pital. Excellent salary. 


SUPERINTENDENT OF NURSES: College degree; 100-bed 
hospital, eastern Pennsylvania. 


SCIENCE INSTRUCTOR: Eastern Pennsylvania hospital; 
salary $145, maintenance. (b) 250-bed Ohio hospital. 
Salary $125. 


NURSING ARTS INSTRUCTORS: With experience. New 
York, New Jersey, New Hampshire, Pennsylvania, Ohio, 
Michigan, Illinois, Iowa, Virginia, Florida. Salaries $100- 
$135, maintenance. 








THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


SUPERINTENDENT—Hundred bed general hospital; beau- 
tifully located in Great Lakes region; graduate nurse 
preferred. No. 784. 


ADMINISTRATORS—(a) Physician for important field ap- 
pointment with national organization; experience of ad- 
ministrative character required. (b) Medical director or 
lay administrator for general hospital of 250 beds; ex- 
perienced executive in thirties or forties preferred. No. 
785. 


NURSE-EXECUTIVES—(a) Director of nursing and prin- 
cipal of school of nursing; general hospital averaging 
150 beds, 40 students; graduate staff of 46; $200, mainte- 
nance. (b) Superintendent of nurses; large municipal 
hospital; comparatively new; well-educated mature per- 
son required; southwest; training school averages 200 
students. (c) Director of nurses to take charge of nurs- 
ing services of school in midwestern hospital of 200 beds; 
school averages 30 students; fall appointment. (d) Edu- 
eational director; modern plant; well-qualified - person 
who can succeed director of nurses required; must have 
personal qualifications enabling her to counsel and guide 
her students; East. No. 786 


INSTRUCTORS—(a) Teaching supervisor in surgical nurs- 
ing; degree, experience in teaching and supervision re- 
cuired; university medical center. (b) Science; experience 
in supervision or administration as well as teaching ad- 
vantageous; well-known Pennsylvania hospital, $125, 
maintenance. (c) Nursing arts; midwestern hospital of 
250 beds located in city of 300, 000; about $135, main- 
tenance. No. 


SUPERVISORS—(a) Supervisor and head nurses for men’s 
and women’s departments; large general hospital; New 
England. (b) Obstetrical supervisor and head nurses; 
beautiful new hospital; eastern metropolis. (c) Operat- 
ing room supervisor; 275-bed hospital; minimum entrance 
salary $125, maintenance. (d) Head nurse for orthopedic 
floor; large general hospital; southern California; $120, 
maintenance. No. 788. 


ANESTHETISTS—(a) Qualified to serve as assistant super- 
intendent; small hospital averaging 20 patients; mid- 
west. (b) One of country’s leading hospitals for chil- 
dren. No. 789. 


MEDICAL TECHNOLOGIST—Experienced in animal and 
vitamin nutrition; industrial appointment; woman pre- 
ferred. No. 790. 
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$1,000,000. The Association will raise this amount 
by public subscription. 
TENE Aa 
New York City—Mabel Davies, ‘R.N., superin- 
tendent of the Beekman Hospital, New York City, 
announces that there has been a consolidation of 
Beekman Street Hospital, Downtown Community 
House, Inc., and Bowling Green Neighborhood 
Association into a consolidated corporation under 
the name of “Beekman Hospital.” The consolida- 
tion became effective May 31, 1940, when the cer- 
tificate of consolidation was filed in the office of 
the Secretary of State at Albany, New York. 
sSecaptiabihe 
Galion, Ohio—Contract has been awarded and 
construction has started on the new City Hospital 


in Galion, Ohio. 
—_——__—__. 
Greenville, Ohio—Contracts have been awarded 


for the construction of a new addition to the 
Wayne Hospital, Greenville, Ohio. 
sissies 

Lakewood, Ohio—The new $480,000 building of 
the Lakewood Hospital, Lakewood, Ohio, has been 
completed. The unit was dedicated with appropri- 
ate ceremonies on July 15. Common Pleas Judge 
Joy Seth Hurd said: “This event should be of 
more than passing interest to all citizens of Great- 
er Cleveland, for the things which we are attempt- 
ing to do here have to do with human welfare and 
the human needs of the community.” 


eciihdaliho mens 

Paulding, Ohio—Mrs. Allie Fife has donated 
$5,000 for the construction of a nurses’ home at 
the Paulding County Memorial Hospital, Pauld- 
ing, Ohio. 

a 

Toledo, Ohio—The East Side Hospital Clinic, 
Toledo, Ohio, has been completed and is open for 
the reception of patients. This hospital cost 
$200,000 and will be used for the diagnosis of 
disease and for emergency eases. After emergency 
service is rendered, the patients will be trans- 


ferred to the hospital of their choice. 
oe 


Warren, Ohio—Construction work has been 
started on the new $150,000 addition to St. 
Joseph’s Riverside Hospital, Warren, Ohio. The 
new addition will increase the bed capacity of the 


hospital from forty to 125 beds. 
—————_—— 


Bartlesville, Oklahoma—Plans have been ap- 
proved by the construction of a new $30,000 addi- 
tion to the Washington County Memorial Hospital, 


Bartlesville, Oklahoma. 
—_~—_ 


Portland, Oregon—Contract has been awarded 
for the completion of the second and third floors 
of Hahnemann Hospital, Portland, Oregon. The 
capacity of the hospital, when the new addition is 
completed, will be increased to 120 beds. 
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Braddock, Pennsylvania—The old Mills’ Home. 
stead, which was Braddock’s first hospital, is be- 
ing demolished to make way for a new, modern 
addition to the Braddock Hospital, Braddock, 
Pennsylvania. This property served as Braddock’s 
first hospital and the new, modern addition will 
be erected as a memorial to public-spirited men 
and women who almost a half century ago made 
possible the beginning of a hospital for veterans. 

sitll as 

Harrisburg, Pennsylvania—The Dauphin Coun- 
ty’s new $300,000 hospital at Harrisburg, Pennsy]- 
vania, with a capacity of two hundred beds, is 
virtually completed and will soon be opened for 
occupancy. The construction of this new institu- 
tion was made possible by the County of Dauphin 
paying fifty-five per cent and the WPA paying the 
remaining forty-five per cent. 

Sr ee 

Lancaster, South Carolina—The new $325,000 
Marion Sims Memorial Hospital, Lancaster, South 
Carolina, named in honor of the late Dr. J. Marion 
Sims, one of the pioneers of American medicine, 
was formally dedicated in June with appropriate 
exercises. Lancaster was the birthplace and early 
home of Dr. Sims who was the father of gynecol- 
ogy and the leading surgeon of his day. Dr. Sims 
organized and founded the first woman’s hospital 
in America—probably in the world—the Woman’s 
Hospital of the State of New York. Harold A. 
Sayles is superintendent of this new institution. 

ae A 

Knoxville, Tennessee—H. L. Maloney, superin- 
tendent of the Fort Sanders Hospital, Knoxville, 
Tennessee, advises that the contract has been 
awarded for the construction of a new unit, pro- 
viding an additional twenty-one beds. 

cipaiitaliiseeictins 
Abilene, Texas—St. Ann’s Hospital, Abilene, 
Texas, owned and operated by the Sisters of Di- 
vine Providence of San Antonio, has been opened 


recently. 


—_— pj 

Pulaski, Virginia — Pulaski Hospital, Inc., 
Pulaski, Virginia, recently completed a new addi- 
tion, increasing their bed capacity to sixty. 

—_——————— 

Warrenton, Virginia—The Fauquier County 
Hospital, Warrenton, Virginia, founded in 1925, 
has been closed and the property will be sold. 

ccinuaialliitentiamy 

Weston, West Virginia—Dr. J. E. Offner, super- 
intendent of the Weston State Hospital, Weston, 
West Virginia, announces that construction of the 
new $300,000 medical building at the Weston State 


Hospital has been started. 
—_—— @——— 


Milwaukee, Wisconsin—Construction work has 
started on an addition to St. Camillus Hospital, 
Milwaukee, Wisconsin. The addition will be three 


stories in height. 
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Historic Mechanics’ Hall, the home of the American Hospital Association while in Boston, is probably the 
best known building in Massachusetts outside of the State Capitol. It is an endowed building and the home 
of an organization of Boston citizens established during colonial times for the purpose of training apprentices in 
the different trades and crafts. Paul Revere was the first president of this organization. This edifice contains 
many articles of historic value, including Benjamin Franklin’s first printing press and a number of interesting 
paintings and works of art. 
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Cighth Annual Institute for Ftospital Administrators 
Conducted by American TFospital Association 
Judson Court, University of Chicago 


CAugust 28 to September 11, 1940 | 




















